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WITH DISABILITIES: RECOMMENDATIONS AND EXPLORATION OF TRAINING
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Rachel C. LaFleur

Under the Direction of Dr. Stephen Truscott

ABSTRACT
People with disabilities from culturally and linguistically diverse (CLD) backgrounds experience
discrimination related to their multiple cultural identities. Complex organizational responses and
workforce training are needed to effectively address the resulting inequalities they experience.
Yet, there is little guidance about effective practices for organizations serving people with
disabilities from CLD backgrounds. Similarly, little research exists about effective cultural and
linguistic competence (CLC) training provided by such organizations. Chapter 1 details a
scoping review study that identified 29 documents related to CLC for organizations supporting
people with disabilities from CLD backgrounds. Frequency counts and a qualitative thematic
analysis were used to describe those documents and their recommendations. Although 24 themes

were identified that provide relevant organizational CLC recommendations, few of the reviewed
documents attended to the intersection of disability and race/ethnicity, exhibited methodological
rigor, or included perspectives of diverse people with disabilities. Often, recommendations in the
identified documents lacked clarity and detail, and were therefore not easily translatable into
interventions. In most documents, little attention was paid to standards or methods that could be
used to evaluate the recommended CLC initiatives. A series of tables present the documents,
their qualities, and 24 recommendation themes. Chapter 2 is an exploratory, holistic, and
retrospective single-case study of CLC training provided by an interdisciplinary leadership
training program. Multi-source interviews and review of archival data were used to research
evidence of the presence of activities, content, and structure of infused CLC training in a yearlong training program designed to develop leadership abilities in an interdisciplinary group of
disability-serving professionals and advocates. Interviews were conducted with three course
faculty and three trainees of the 2015-2016 training year. Archival data from the 2015-2016
training year contributed triangulation across type of data. Qualitative analysis and interpretation
were performed by a diverse research team. The results and discussion are presented via thick
description and illustrate a model of CLC training that seeks to acculturate trainees to a
collaborative culture of humility, inclusion, and social justice via a learning community
mechanism.
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1. A SCOPING REVIEW OF THE LITERATURE RELATED TO CULTURAL AND
LINGUISTIC COMPETENCE FOR ORGANIZATIONS SERVING PEOPLE
WITH DISABILITIES FROM CULTURALLY AND LINGUISTICALLY
DIVERSE BACKGROUNDS
Organizations in the US that support people with disabilities from culturally and
linguistically diverse (CLD) backgrounds1 serve populations that can contribute greatly to
society, yet face discrimination and disparity on multiple fronts. Several of these populations,
including people with disabilities from underserved racial/ethnic groups, experience
discrimination related to their multiple cultural identities. Complex organizational responses are
needed to effectively address the resulting inequalities in health, education, employment, and
socioeconomic status. Yet, there is little guidance for effective organizational behavior for
organizations that serve clients who experience discrimination in general, let alone guidance for
effectively serving people with disabilities from CLD backgrounds. To assess and describe the
parameters of that gap in the literature and to consolidate relevant guidance, this chapter details a
scoping review study that identified documents related to cultural and linguistic competence
(CLC) for organizations supporting people with disabilities from CLD backgrounds, especially
those from underserved racial/ethnic groups.
Disparities
Disparities refer to persistent, avoidable, and unjust differences between two or more
population groups in (1) the services, supports, or resources they receive and/or (2) their life
outcomes (Artiga, 2016). Differences related to services, supports, and resources include
differences in groups’ access to them and differences in their level of quality (Artiga, 2016).

For the sake of brevity, “people with disabilities from CLD backgrounds” is used to mean people with disabilities
who are also considered to be CLD due to an additional cultural factor.
1

1

Differences related to life outcomes include differences in groups’ educational- (e.g., level of
education), employment- (e.g., maintenance of employment), health- (e.g., wellness and
premature death), and economic-related (e.g., socio-economic status) outcomes. Disparities in
services, supports, and resources contribute to disparities in life outcomes (e.g., Artiga, 2016),
which represent costs to individuals and groups and contribute to social costs (e.g., LaVeist,
Gaskin, & Richard, 2011; Rumberg & Losen, 2016). Disparities represent a social justice issue
due to unjust and avoidable factors contributing to certain groups being less likely than others to
achieve equitable and meaningful participation in society.
Underserved racial/ethnic groups. As of July 2015, an estimated 38% of Americans
identified as being from one or more underserved racial/ethnic groups (U.S. Census Bureau,
n.d.). The barriers experienced by underserved/racial ethnic groups in accessing effective
healthcare, education, and other wellness-promoting systems are longstanding and well
documented (e.g., Centers for Disease Control and Prevention, 2013; Mead et al., 2008; U.S.
Department of Education, National Center for Education Statistics, 2010; U.S. Department of
Education, Office for Civil Rights, 2016). In relation to healthcare, these barriers include not
having a usual source of care; encountering logistical barriers (e.g., office hours that conflict
with work schedules, lack of appointment availability, lack of transportation); having difficulty
affording care; and lacking adequate health insurance (e.g., Cristancho, Garces, Peters, &
Mueller, 2008; Doescher, Saver, Fiscella, & Franks, 2001; Flores, 2006; Ngo-Metzger et al.,
2003; Smedley, Stith, & Nelson, 2003). Barriers to healthcare for underserved racial/ethnic
groups continue even after gaining access. For example, people from underserved racial/ethnic
groups experience language barriers; bias, stereotyping, and discrimination; and interventions
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that are not culturally acceptable to them (e.g., Johnson, Roter, Powe, & Cooper, 2004; Smedley,
et al., 2003; Tucker et al., 2003).
Costs to people and groups. Barriers to healthcare, education and other wellnesspromoting systems contribute to the disparities that people from underserved racial/ethnic groups
experience in educational-, employment-, health-, and economic-related outcomes (e.g., ArangoLasprilla et al., 2011; Centers for Disease Control and Prevention, 2013; Mays, Cochran, &
Barnes, 2007). For example, people from underserved racial/ethnic groups, when compared to
non-Hispanic Whites, are more likely to experience dropout, unemployment, poverty, disease,
and premature death (Centers for Disease Control and Prevention, 2013).
Social costs. The disparities experienced by underserved racial/ethnic groups also lead to
costs for society. Researchers have identified that racial/ethnic health disparities encumber both
public programs and purchasers of private health insurance. Waidmann (2009) estimated that in
2009, racial/ethnic health disparities cost the health care system $23.9 billion, with Medicare
burdened by an extra $15.6 billion in costs and private insurers by an extra $5.1 billion.
Waidmann (2009) estimated that, even without taking projected growth in healthcare spending
into account, annual costs will double by 2050 due to the increasing representation of
underserved racial/ethnic groups in the American population. LaVeist et al. (2011) also
examined the social costs of racial/ethnic health disparities and identified that in the years 20032006, racial/ethnic health disparities in the US led to an estimated $230 billion in direct medical
care expenditures and more than $1 trillion in indirect costs due to lack of workforce
productivity because of illness and premature death.

3

People with disabilities. Though an estimated 9% of children (U.S. Department of
Education, National Center for Education Statistics, 2010) and 22% of adults in the US have
disabilities (Courtney-Long et al., 2015), our current health, education, and other wellnesspromoting systems are not equipped to provide equitable services for this population (e.g.,
Henning-Smith, McAlpine, Shippee, & Priebe, 2013; Krahn, Walker, & Correa-De-Araujo,
2015; Tyler, Schramm, Karafa, Tang, & Jain, 2011). This is evidenced by the barriers that people
with disabilities experience in healthcare, such as logistical issues (e.g., inconvenient office
hours, lack of appointment availability, lack of transportation); architectural barriers; cost and
insurance barriers; poor provider-client communication; difficulties navigating the healthcare
system; providers with lack of knowledge related to their disabilities; and discrimination,
negative attitudes, and lack of respect (e.g., Chevarley, Thierry, Gill, Ryerson, & Nosek, 2006;
Drainoni, Lee-Hood, Tobias, Bachman, & Andrew, 2006; O’Halloran, Hickson, & Worrall,
2008; Scheer, Kroll, Neri, & Beatty, 2003; Smith, 2009).
Costs to people and groups. Barriers to healthcare, education, and other wellnesspromoting services and supports contribute to the disparities that people with disabilities
experience in educational-, employment-, health-, and economic-related outcomes (e.g., Balogh,
Lake, Lin, Wilton, & Lunsky, 2015; Centers for Disease Control and Prevention, 2013; Giannini
et al., 2010; Sulewski, Zalewska, & Butterworth, 2012). For example, as reported by Krahn et al.
(2015), people with disabilities are more likely than people without disabilities to experience
dropout, unemployment, poverty, disease, and violence.
Social costs. Little research examines the ways that disparities experienced by people
with disabilities relate to social costs. This may be due, at least in part, to the added complexity
of documenting preventable inequalities for the disability population (Krahn et al., 2015). Only a
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small number of studies have used the more advanced research methods needed to tease out the
extent to which differences in health are related to preventable conditions as opposed to the
underlying conditions that lead to disability (Krahn et al., 2015). As reported by Krahn et al.
(2015), studies using these methods have found evidence of health disparities related to
preventable conditions experienced by people with disabilities. Therefore, while we know that
disparities exist for the disability population, it can be difficult to determine the extent to which
these disparities impact life outcomes, such as health, and this information is necessary for
determining the social costs related to those disparities. For example, in fiscal year 2015, the US
Social Security Administration provided an estimated $144 billion to 10.8 million Americans
with disabilities (Social Security Administration, Office of the Inspector General, 2015). Due to
difficulties measuring preventable conditions amongst people with disabilities, it is not clear how
many of these 10.8 million Americans would not have needed these benefits if they had received
more equitable health, education, and wellness-promoting services and supports over their life
course.
Intersectionality: People with disabilities from culturally and linguistically diverse
backgrounds. Intersectionality is a term used to describe the interconnected nature of multiple
cultural identities, especially those that are oppressed (Crenshaw, 1991). Any factor of culture
(e.g., beliefs, values, norms, language, experiences, gender, sexual orientation, gender identity or
expression, age, class, education) can intersect with one or more other cultural factors and lead to
intersectionality (e.g., Abrams & Moio, 2009; Hancock, 2007; Powell Sears, 2012). The term
was first introduced by Crenshaw (1991), who, when considering the intersectional identities of
women of color and their experiences of violence, recognized that intragroup differences are
often taken for granted and that this phenomenon has negative implications for those who face
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discrimination due to their multiple cultural identities. Intersectional invisibility describes the
experience of intersectional groups not fitting the prototypes of their respective identity groups
and therefore existing as marginal members of already marginalized groups (Purdie-Vaughns &
Eibach, 2008).
Multiple oppressed identities are experienced simultaneously and may be mutually
reinforcing (Powell Sears, 2012). They cannot be teased apart. According to Crenshaw (1991), to
understand and respond to the experiences of people with multiple, oppressed cultural identities,
it is ineffectual to attempt to understand and respond to the discrimination related to each identity
separately and/or through an additive process. As such, Crenshaw (TED, 2016) believes that
“trickle down approaches to social justice,” which aim to address the needs of singular oppressed
groups, will not adequately meet the needs of people with multiple, oppressed identities.
Responses to discrimination, including CLC training, therefore, may require the illumination of
and response to the discrimination occurring at specific intersections of cultural identities
(Hancock, 2007; Powell Sears, 2012).
Intersectionality is consistent with critical race theory, a framework that grew out of
legal scholarship during the civil rights movement and recognizes the reality and unceasing
nature of discrimination and oppression perpetuated by individuals, organizations, and systems
(Abrams & Moio, 2009; Delgado & Stefancic, 2001). Intersectionality draws attention to the
discrimination experienced by groups at particular intersections of cultural identities and calls for
organization- and system-level approaches (Abrams & Moio, 2009; Hancock, 2007). Through
the lenses of critical race theory and intersectionality, people with disabilities from CLD
backgrounds, such as people with disabilities from underserved racial/ethnic groups and/or
LGBTQ+ groups, have intersectional identities that put them at increased risk for experiencing
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disparities – disparities that require organizational- and system-level responses that are unique to
these groups’ unique circumstances and experiences.
For this scoping review, I concentrated on the intersection between having a disability
and being from an underserved racial/ethnic group. Race/ethnicity is a cultural factor that is
especially salient in both academic literature and literature produced outside of traditional
commercial or academic publishing channels, which is known as grey literature. For this scoping
review, focusing on race/ethnicity’s intersection with disability provided an intersectional focus
while also balancing the need to narrow the scope of the literature to a manageable size with the
need to identify relevant documents for analysis.
People from underserved racial/ethnic groups are overrepresented in the disability
community and this overrepresentation occurs across the lifespan. A 2010 report by the US
Department of Education’s National Center for Education Statistics specified that 12.2% of
Black students and 14.4% of American Indian/Alaska Native students receive special education
services as compared to 8.5% of Non-Hispanic White students. In 2015, Courtney-Long et al.
reported that among adults in the US, 29% of Blacks and 26% of Hispanics reported having a
disability as compared to 21% of non-Hispanic Whites. Members of underserved racial/ethnic
groups experience disability at a disproportionately high rate (Waldrop & Stern, 2003), at least in
part, because they receive fewer resources over the lifespan (e.g., Latham, 2012) and preventive
care at lower rates (e.g., Bonito, Eicheldinger, & Lenfestey, 2005; Flores & Tomany-Korman,
2008).
Some researchers have found that people with disabilities from underserved racial/ethnic
groups have a “double burden,” meaning they experience disparities at greater levels than nonHispanic Whites with a disability or people from undeserved racial/ethnic groups who do not
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have a disability (e.g., Jones & Sinclair, 2008). This may be because people with disabilities
from underserved racial/ethnic groups experience unique sets of barriers to accessing services
and supports that contribute to the disparities they experience in educational-, employment-,
health-, and economic-related outcomes (e.g., Magaña, Parish, Rose, Timberlake, & Swaine,
2012; Peterson-Besse, Walsh, Horner-Johnson, Goode, & Wheeler, 2014; Scott & Havercamp,
2014; Zea, Belgrave, Garcia, & Quezada, 1997). Peterson-Besse et al. (2014) conducted a
scoping review of the academic literature pertaining to barriers to healthcare among people with
disabilities who are members of underserved racial/ethnic groups. They concluded that people
with disabilities who are members of underserved racial/ethnic groups experience barriers that
are unique to their multiple, intersecting identities. For instance, a person with a disability from
an underserved racial/ethnic background might experience barriers expressly related to
race/ethnicity, such as mistrust of the medical establishment, as well as barriers related to having
a disability, such as inaccessible transportation, and barriers related to both disability and
race/ethnicity, such as lack of insurance (Peterson-Besse et al., 2014). Additional research is
necessary to determine whether people with disabilities from underserved racial/ethnic
backgrounds experience barriers that are additional to those experienced by people with
disabilities and people from underserved racial/ethnic groups.
Social costs. There is a lack of research concerning how disparities experienced by
groups with multiple identities relate to social costs. In addition, the added complexities of
measuring preventable inequalities for the disability population (Krahn et al., 2015) also effects
the measurement of disparities experienced by people with disabilities from underserved
racial/ethnic groups.
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Though data about the social costs of disparities experienced by people with disabilities
from underserved racial/ethnic groups are unavailable, consideration of other social cost data is
illustrative. Students with disabilities (Grad Nation, 2016), students from underserved
racial/ethnic groups (U.S. Department of Education, National Center for Education Statistics,
2016), and students with disabilities from underserved racial/ethnic groups (Sullivan, Van
Norman, & Klingbeil, 2014) experience discipline and dropout at disproportional rates. Rumberg
and Losen (2016) examined the social costs of discipline and dropout in the US educational
system and identified that suspension in 10th grade, across all groups, generates social costs
estimated at $35 billion. Rumberg and Losen (2016) posited that addressing disproportionality in
discipline and dropout for students of underserved racial/ethnic groups would reduce these social
costs. However, Rumberg and Losen (2016) did not address these disparities in relation to
students with disabilities and students with disabilities from underserved racial/ethnic groups.
Because students with disabilities from underserved racial/ethnic groups are “double burdened”
in relation to disparities in discipline and dropout (Sullivan et al., 2014), strategies that take
intersectionality into account may be especially potent in reducing social costs associated with
discipline and dropout. Alleviating the “double burden” experienced by people with disabilities
from underserved racial/ethnic groups, across all systems, would likely contribute to the
reduction of the social costs.
Reducing2 Disparities through CLC
Origins and definitions of cultural competence and linguistic competence. CLC is a
framework grounded in models of practitioner (e.g., attitudes, knowledge, and skills) and/or

Throughout this dissertation, in relation to both barriers and disparities, “reduce” is used instead of “eliminate” to
be more conservative about the potential effects of CLC. Nevertheless, the goal of CLC is not only to reduce barriers
and disparities, but to eliminate them.
2
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organizational factors (e.g., structures, policies, and partnerships) that is intended to promote
behaviors that are responsive to the needs of CLD populations. In theory, these culturallyresponsive behaviors 1) reduce the barriers that limit underserved groups’ access to high quality
services, supports, and resources, and therefore, 2) reduce disparities (Betancourt, Green,
Carrillo, & Park, 2005; U.S. Department of Health and Human Services, 2000; U.S. Department
of Health and Human Services, 2013). CLC is composed of cultural competence and linguistic
competence.
Cultural competence. As a framework, cultural competence is used across disciplines to
address the many factors that contribute to disparities. Its origins are rooted in disciplines that
provide health and human services, such as medicine, psychology, education, and social work
(Suh, 2004). Because these disciplines commonly interface directly with clients, for nearly two
decades the development of cultural competence focused almost solely on advancing the
attitudes, knowledge, and skills of individual practitioners (Suh, 2004). Cultural competence as
the attitudes, knowledge, and skills of individual practitioners was challenged by Georgetown
University’s National Center for Cultural Competence (NCCC; Suh, 2004), which recognized
the need for models that also account for organizational structures, norms, and behaviors. In
1989, the NCCC’s Cross, Bazron, Dennis, and Isaac provided a disruptive definition of cultural
competence that is now widely accepted: “Cultural competence is a set of congruent behaviors,
attitudes, and policies that come together in a system, agency or among professionals and enable
that system, agency or those professions to work effectively in cross-cultural situations” (p. 13).
Despite the widespread acceptance of Cross et al.’s (1989) definition, Goode’s (2010)
extension of the Cross et al. (1989) definition framed the current study because it relates
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expressly to organizational cultural competence and reflects both the historical and current
academic dialogues about cultural competence. Per Goode (2010, p. 22), cultural competence:
…requires that organizations: have a defined set of values and principles, and
demonstrate behaviors, attitudes, policies, and structures that enable them to work
effectively cross-culturally; have the capacity to (1) value diversity, (2) conduct selfassessment, (3) manage the dynamics of difference, (4) acquire and institutionalize
cultural knowledge, and (5) adapt to the diversity and cultural contexts of the individuals,
families, and communities they serve; [and] incorporate the above in all aspects of policy
making, administration, practice, service delivery and systematically involve consumers,
families, and communities.
Linguistic competence. The NCCC was one of the first organizations to consider
linguistic competence as a construct that is separate from but related to cultural competence
(Suh, 2004). Goode (2010) provided the following definition of linguistic competence, which I
elected to use due to its inclusion of people with disabilities and its acceptance across recent
academic CLC literature:
The capacity of an organization and its personnel to communicate effectively, and convey
information in a manner that is easily understood by diverse audiences including persons
of limited English proficiency, those who have low literacy skills or are not literate,
individuals with disabilities, and those who are deaf or hard of hearing.
The promise of using CLC to support people with disabilities from CLD
backgrounds. Disability organizations, such as Association of University Centers on Disabilities
(AUCD), TASH, The Arc of the United States, American Association on Intellectual and
Developmental Disabilities, National Council on Disability, Councils on Developmental
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Disabilities, Statewide Independent Living Councils, Centers for Independent Living, and selfadvocacy and disability rights groups commonly lead and support initiatives designed to promote
equity for people with disabilities by minimizing barriers to healthcare, education, and other
wellness-promoting services and supports. These initiatives typically include training, services,
research, information dissemination, and/or advocacy efforts. Because of disability
organizations’ capacities for addressing the disparities experienced by people with disabilities,
they are uniquely suited to lead efforts designed to address those experienced by people with
disabilities from CLD backgrounds. Exploring and promoting CLC in disability organizations
may serve to address the unique barriers experienced by people with disabilities from CLD
backgrounds, including those from undeserved racial/ethnic groups.
Limitations of CLC
CLC has promise as a framework for disability-focused and other organizations striving
to reduce the disparities experienced by people with disabilities from underserved racial/ethnic
groups. Despite this promise, there are critical limitations to CLC, including gaps in the CLC
literature, shortcomings in the development of the CLC framework, and a lack of evidence of
positive client outcomes from CLC interventions.
Gaps in CLC literature. There are several gaps in the academic and grey CLC
literatures that may impact disability organizations’ abilities for reducing the disparities
experienced by people with disabilities from underserved racial/ethnic groups.
Intersectionality. Intersectional frameworks are largely absent from both academic and
grey literatures about CLC (e.g., Abrams & Moio, 2009; Peterson-Besse et al., 2014) and this
absence extends to the intersection of disability and underserved racial/ethnic groups (e.g.,
Peterson-Besse et al., 2014). As mentioned previously, people with disabilities from underserved
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racial/ethnic groups experience unique sets of barriers to accessing healthcare, education, and
other wellness-promoting services and supports (e.g., Peterson-Besse et al., 2014). Members of
the academic community have asserted that exploration of intersectionality is necessary for
reducing disparities in healthcare, education, and other wellness-promoting services and supports
(e.g., Abrams & Moio, 2009), including those experienced by people with disabilities from
underserved racial/ethnic groups (Peterson-Besse, 2014). However, as a framework, CLC may
not adequately attend to intersectionality (Abrams & Moio, 2009). To respond to clients’
differences, some CLC theorists suggest person-centered care, including professionals getting to
know and respond to each client’s dynamic and intersecting cultural backgrounds (e.g., Powell
Sears, 2012). While this approach attempts to address intersectionality at a patient level, some
theorists believe that it falls short (Abrams & Moio, 2009). In seeking to promote a model that
can be applied across populations (e.g., to the “multicultural umbrella”), there may be a lack of
attention to promoting knowledge of and skills for serving populations that experience the
greatest disparities (Abrams & Moio, 2009), including those experiencing multiple burdens due
to intersectionality.
Organizational CLC. People with disabilities from underserved racial/ethnic groups
often have complex needs that require intersecting and overlapping care from multiple providers
and agencies. Many disability organizations have responded to these needs by working across
disciplines and partnering with both communities and agencies in their research, advocacy, and
clinical initiatives. Given the collaborative and systematic nature of their work, disability
organizations may be more effective in their service to the needs of people with disabilities from
undeserved racial/ethnic groups by considering not only the ways that individual staff members
can be responsive to the needs of diverse populations, but also considering how organizations
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can be structured to support these behaviors. Put another way, organizations have the capacity to
reduce disparities.
Consistent with critical race theory, contemporary and commonly accepted definitions of
cultural competence and linguistic competence are responsive to institutional discrimination by
acknowledging the roles of organizations in addressing it. Despite this shift, there is a
longstanding dearth of academic and grey literature that outlines organizational responses to
disparities experienced by CLD backgrounds (Abrams & Moio, 2009; Montalto & Hasnain,
2011; Truong, Paradies, & Priest, 2014) and this extends to organizational responses for
supporting specific intersectional groups, such as people with disabilities from underserved
racial/ethnic groups. For example, in the academic literature, only a few CLC theorists and
researchers have explicitly have explored interdisciplinary relations (e.g., Pecukonis, Doyle, &
Bliss, 2008), policies and structures (e.g., Balcazar, Suarez-Balcazar, & Taylor-Ritzler, 2009;
Taylor-Ritzler et al., 2008; Tervalon & Murray-Garcia, 1998), and partnerships (e.g., Balcazar,
Suarez-Balcazar, & Taylor-Ritzler, 2009, Hernandez, Nesman, Mowery, Acevedo-Polakovic, &
Calejas, 2009; Lie, Boker, & Cleveland, 2006; Tervalon & Murray-Garcia, 1998).
Shortcomings in the development of the CLC framework. CLC also faces
shortcomings in the way it was developed, including the lack of inclusion of CLD perspectives,
overreliance on theory, and the limited scope of the CLC framework.
Lack of inclusion of CLD perspectives. The perspectives of people from disability and/or
underserved racial/ethnic groups are seldom included in the CLC models and initiatives designed
to support them. One exception is LaFleur, Truscott, Graybill, Crenshaw, and Crimmins (2017),
who included the perspectives of parents of children with disabilities from underserved
racial/ethnic groups. LaFleur et al. (2017) observed that these parents had unique and insightful
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perspectives about CLC. Because the CLD disability community is expert in the barriers they
face, academic and grey CLC literature that takes their perspectives into account may lead to
more effective initiatives.
Overreliance on theory and resulting lack of clarity and difficulty translating CLC into
intervention. Per Shen (2015), who conducted a literature review examining more than 30 years
of academic nursing, social science, medical, and psychological literature, most CLC models are
derived from theory or meta-theory rather than data. Shen (2015) also noted the difficulty of
translating CLC models into measurable outcomes, and this has contributed to a lack of clarify in
the recommendations proposed in academic and grey CLC literatures.
To illustrate this lack of clarity, consider Suh’s (2004) model of CLC, which was
developed from a concept analysis of CLC that examined over 20 years of academic literature.
Suh’s model includes:
(1) Attributes: ability, openness, and flexibility
(2) Antecedents: cognitive, affective, behavioral, and environmental domains
(3) Consequences: receiver-based, provider-based, and health outcome variables
Suh’s (2004) model identifies 10 factors, many of which are complex in nature, lack clarity, and
are difficult to translate into interventions. As a result, CLC’s overreliance on theory has
contributed to complications in translating CLC into practice.
Scope is limited to health and human services. Because CLC’s origins in the health and
human services disciplines (Suh, 2004), CLC models and initiatives derived from them are
seldom responsive to factors that are outside of the scope of health and human services. For
example, CLC models and initiatives do not provide solutions to residential segregation and
housing though these factors relate to health, education, and wellness (e.g., Kramer & Hogue,
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2009; Krieger & Higgins, 2002). This limited scope means that effective implementation of the
current CLC framework may not fully resolve the disparities experienced by people with
disabilities from underserved racial/ethnic groups and other CLD backgrounds.
Lack of evidence of positive client outcomes. A critical measure of CLC’s success is its
effects on client outcomes, such as improvement in satisfaction, wellness-promoting behaviors,
indicators of wellness, utilization of services, or disparities. Truong et al. (2014) conducted a
systematic meta-review of interventions utilizing the CLC framework in healthcare. Though this
meta-review had a broad CLC focus, most of the 13 reviews that reported on client outcomes
examined practitioner focused-CLC interventions: the effects of CLC training initiatives and the
effects of adapting direct interventions to meet the needs of CLD clients. Only three reviews
included organizational components. Truong et al. (2014) observed an overall lack in quality,
quantity, and robustness in client outcomes.
Practitioner-focused CLC interventions. As demonstrated by Truong et al. (2014),
interventions with a practitioner focus are especially popular in the CLC academic literature.
Practitioner-focused CLC interventions include training programs and adaptations of
interventions for specific CLD populations. Academic literature reviews examining the effects of
CLC training each acknowledge, for a variety of reasons and to varying degrees, that there is
limited evidence to support its positive effects on client outcomes (e.g., Chipps, Simpson, &
Brysiewsicz, 2008; Govere & Govere, 2016; Lie, Lee-Rey, Gomez, Bereknyei, & Braddock,
2010; Renzaho, Romios, Crock, & Sonderlund, 2013). Some academic literature reviews
examining the effects of adaptations of interventions for CLD clients have identified significant,
positive client outcomes (e.g., Kehoe, Melkus, & Newlin, 2003; Sumlin & Garcia, 2012).
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However, this evidence is limited because the referenced studies lack methodological rigor
(Truong et al., 2014).
Organizational CLC interventions. CLC interventions that include organizational CLC
components are less commonly represented in the academic literature (Truong et al., 2014).
Reviews by Fisher, Burnet, Huang, Chin, and Cagney (2007), Henderson, Kendell, and See
(2011), and Anderson, Scrimshaw, Fullilove, Fielding, and Normand (2003) demonstrate a lack
of evidence of positive client outcomes for organizational CLC interventions.
Fisher et al.’s (2007) systematic review of CLC interventions in academic healthcare
literature, included 14 access interventions, such as screening programs, patient navigators, and
client educators recruited from the target population. Fisher et al. (2007) concluded that there is a
lack of evidence of positive client outcomes for access interventions.
In their systematic literature review of the academic literature, Henderson et al. (2011)
categorized CLC interventions aimed to support people with chronic disease from CLD
backgrounds as: (1) using community-based bilingual practitioners, (2) providing CLC training
to practitioners; (3) using interpreter services, (4) using multimedia and videos, and (5)
expanding community-based services. Henderson et al. (2011) observed that the interventions
that incorporated bilingual practitioners demonstrated sufficient evidence of positive client
outcomes and reported that evidence for the other types of interventions was significantly less
robust.
In the systematic review of the academic literature conducted by Anderson et al. (2003),
the researchers examined the effects of interventions that (1) promoted a diverse work force, (2)
used interpreter services or bilingual practitioners, (3) provided CLC training, (4) used culturally
appropriate information-sharing materials, and (5) provided culturally specific healthcare
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settings. Anderson et al. (2003) explained that the lack of quantity and quality of studies impeded
their determination of the effectiveness of these interventions.
Statement of the Problem
Barriers to accessing healthcare, education, and other wellness-promoting systems
contribute to costs that encumber CLD people and groups and the American society. People with
disabilities from underserved racial/ethnic groups experience “multiple burdens,” which are
reflected in their heightened risk of experiencing barriers to effective care and adverse life
outcomes. Despite this “double burden,” there is a dearth of academic and grey literature
intended to reduce barriers to effective care for people with disabilities from CLD backgrounds.
Further, few documents that outline organizational responses are available to inform groups that
seek guidance in this area. Identifying documents in these gaps would be useful in supporting
work aimed at reducing the disparities experienced by people with disabilities from underserved
racial/ethnic groups.
The Current Scoping Review
Disability organizations recently began several initiatives designed to support efforts to
cultivate organizational CLC. For example, AUCD has awarded several grants to University
Centers for Excellence in Developmental Disabilities to facilitate their production of CLC action
plans for the network. The current study was designed to support two such projects and to
contribute to literature related to CLC for disability organizations. The current study was
designed as a scoping review, a literature review strategy that supports the broad exploration of
literature to identify documents relevant to a given topic. This methodology, which is described
in greater detail in the Method section, helped me to find the small number of studies related to
my purpose in the vast literature of CLC.
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Purpose. The purpose of the current scoping review was to (1) identify documents in
both the academic and grey literatures that were intended to promote organizational CLC and
improve the lives of people with disabilities from CLD backgrounds, especially those from
underserved racial/ethnic groups and (2) examine those documents’ qualities and the
organizational practices, structures, strategies, policies, and partnerships they recommended.
Method
Scoping reviews utilize an exploratory literature review procedure to map literature
(Arksey & O’Malley, 2007). They are unlike other types of literature reviews in that they do not
seek to answer narrow research questions (Arksey & O’Malley, 2007). The current study used a
scoping review procedure to identify literature that addresses organizational CLC and is relevant
to organizations serving people with disabilities from CLD backgrounds, including underserved
racial/ethnic groups. Given the lack of research regarding organizational CLC, and especially
organizational CLC for supporting people with disabilities from CLD backgrounds, this broad
search and mapping was necessary to support disability organizations’ understanding of the
resources and recommendations that may be pertinent to their CLC initiatives. In addition, the
use of a scoping review procedure provided a systematic and efficient method to review the
literature and allowed for the inclusion of grey literature. The inclusion of grey literature
promoted inclusivity, facilitated the identification of documents with potentially greater
relevance to disability organizations, and helped to identify nearly half of the scoping review’s
included documents.
Protocol
The current scoping review utilized a protocol based on those described by Arksey and
O’Malley (2007) and Tricco et al. (2016) and was developed in consultation with experts from
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the Georgia State University Center for Leadership in Disability (“GSU CLD”) and the NCCC.
The protocol for this scoping review facilitated the identification and inclusion of documents that
fit the purpose of the current study.
Information Sources and Search Strategy. The first stage of a scoping review is to
identify and carry out a search strategy (Arksey & O’Malley, 2007; Tricco et al., 2016). In
addition to collaborating with experts in disability and CLC, input from an information scientist
at Georgia State University informed the search strategy for the current scoping review.
Academic literature. Due to the interdisciplinary nature of disability organizations and
the intent to be inclusive in this scoping review, all databases available through EBSCOhost
were searched. The electronic database search strategy was not limited by type of document or
year. Due to my lack of proficiency in languages other than English and the limited personnel
and financial resources available for this study, search results were confined to those in English.
I carried out the search on October 24, 2016.
Grey literature. Given the variety and number of organizations that serve the disability
population, the search strategy for the grey literature relied upon Google Search as opposed to
the review of specific disability organizations’ websites. In the first Google search, conducted on
November 16, 2016, I used search terms approximating those used for the EBSCOhost search. I
conducted a second search on November 17, 2016 to ensure thoroughness. Given the previous
search’s focus on including terms similar but not equivalent to CLC, this second search used the
terms “organizational cultural competence disability” to verify the completeness of the previous
search and to capture several additional, non-duplicate documents. Please refer to Table 1.1 to
view the search terms used in this scoping review.
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Identifying documents for inclusion. The next stage in a scoping review is to determine
which documents identified in the search will be included or excluded from analysis (Arksey &
O’Malley, 2007; Tricco et al., 2016). I completed a two-step process in concert with a research
associate from the GSU CLD to determine the inclusion and exclusion of the documents
identified using the EBSCOhost search.
Developing criteria for inclusion. With consultation from experts in disability and CLC,
I identified an initial set of criteria a priori to ensure that included documents were relevant to
the purpose of this study. In addition, these criteria were further refined during the academic
literature selection process, which is described in the section below. The final criteria were:
•

Document identifies, recommends, and/or utilizes organizational practices,
structures, strategies, policies, and/or partnerships to promotes organizational
CLC

•

Document is intended to improve the lives of people with disabilities and people
who are from underserved racial/ethnic groups

Academic literature selection. The review of the documents identified in the academic
literature occurred in a two-step process. In the first step, we reviewed titles and abstracts using
the criteria set a priori to identify potentially relevant documents in the academic literature.
When document titles or abstracts were unavailable, the documents were preliminarily included.
To ensure reliability and to determine whether the criteria were adequate, inter-rater reliability
was measured by dividing the number of documents agreed upon by the total number of
documents (Schensul & LeCompte, 1999). When we were discrepant in our identification of
relevant documents, we refined the criteria. After two rounds of reviewing the titles and abstracts
of a random sample of 10% of the documents, inter-rater reliability exceeded 90% and the
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criteria were considered final. Afterward, I worked independently to apply the criteria to the
titles and abstracts of the documents identified in the academic literature search. For all
preliminarily-included documents, full text was retrieved using Georgia State University’s
library resources and inter-library loan program.
The second step of the document selection process for the academic literature involved
our review of the documents full text using the finalized criteria. As a training exercise, we
determined document inclusion using a randomly sampled 10% of available full text. After one
round of reviewing full text, our inter-rater reliability exceeded 90% and afterward, I worked
independently to examine the documents’ full text for inclusion.
Grey literature selection. I also used the finalized criteria to determine which full text
documents identified in the grey literature would be included in the analysis. For each Google
search, the Google search results were reviewed, in order, until 100 consecutive documents were
excluded. To ensure that browsing history would not affect the results, I was not logged in to
Google when completing the searches. For each search, the number of reviewed documents, the
number of included documents, and the percentage of the reviewed documents that the included
documents represent can be viewed in Table 1.1.
Data items and data collection process. I extracted the following from documents’ full
text: author(s), author(s) institutions, year of publication, country, type of document, whether the
perspectives of people with disabilities from diverse cultural and linguistic backgrounds were
explicitly included, target groups/organizations, target population, specific disability focus/foci,
other demographic focus/foci, aim, and recommended organizational practices, structures,
strategies, policies, or partnerships. To increase the reliability of data extraction, I completed
training exercises with the research associate from the GSU CLD. After one round of extracting
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Table 1.1
Search Terms Utilized in the Scoping Review Protocol
Database

137

Final
Number
Included
16 (12%*)

342

9 (3%)

229

4 (2%)

708

29 (4%)

Number
Reviewed

Search Terms

EBSCOhost ((cultural* and linguistic competenc*) OR cultural awareness
Databases
OR cultural sensitivity OR cultural humility OR cultural
proficiency OR cultural sensitivity OR cultural awareness OR
multicultural competenc* OR cultural competenc* OR
culturally responsive OR diversity OR inclusion OR disparit*
OR disproportionalit* OR multiculturalism OR cultural
pluralism OR equity) AND (disability organization* OR
institutional polic* OR organizational polic* OR organizational
innovation OR systems-level OR organizational change OR
organizational strateg* OR organizational intervention* OR
academic partnership* OR academic-community partnership*
OR public-private sector partnership* OR change model) AND
(retardation OR retarded OR mobility limitation* OR
dependent ambulation OR hearing loss OR blindness OR
hearing disorder* OR deaf OR vision loss OR vision disorder
OR disabilit* OR disabled OR impaired OR impairment OR
developmental disabilit*) AND (diverse background* OR
different cultural background* OR diverse populations OR
African American* OR Hispanic OR Latino OR Asian OR
pacific islander OR black OR native American OR American
Indian OR people of color OR persons of color OR minority
groups OR racial/ethnic OR race/ethnicity OR ethnic* OR
racially)
Google
cultural and linguistic competence OR cultural awareness OR
Search 1
cultural sensitivity OR cultural humility OR cultural
proficiency OR cultural sensitivity OR cultural awareness OR
multicultural competence OR cultural competence OR
culturally responsive OR diversity OR inclusion OR disparities
OR disproportionalities OR multiculturalism OR cultural
pluralism OR equity AND organization AND disability AND
race
Google
organizational cultural competence disability
Search 2
Total

* Represents the percentage of the number reviewed for each search.
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data from a random sample of 10% of the documents, inter-rater reliability exceeded 90%. When
the data extraction procedures were finalized, I independently extracted data from the
documents’ full text.
Synthesis
The scoping review procedure included both quantitative and qualitative analyses.
Quantitative analysis included frequency counts and facilitated the analysis of the documents’
qualities. Qualitative analysis was used to support the analysis of the documents’
recommendations and led to the identification recommendation themes, which are themes
representing the practices, structures, strategies, policies, and partnerships recommended across
the documents. The qualitative analysis used to identify recommendation themes involved open
and axial coding (Strauss & Corbin 1998). Open coding facilitated the creation of categories that
contained each of the discrete recommendations retrieved from the documents and axial coding
revealed relationships between these categories which facilitated their combination into
recommendation themes. I completed both open and axial coding independently. Because
scoping reviews typically report findings using frequency counts and descriptive narratives based
on general observation (Arksey & O’Malley, 2007; Tricco et al., 2016), the use of a systematic
qualitative analysis procedure by a single coder was considered sufficient.
Results
The purpose of this scoping review was to identify documents that (1) provide
recommendations for organizational CLC and (2) seek to improve the lives of people with
disabilities from CLD backgrounds, especially those from underserved racial/ethnic groups. I
reviewed 708 documents and included 29 for analysis. These documents are described in Table
1.7, which is located at the end of this chapter and provides information about each document to
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facilitate readers’ identification of information and resources that may be useful when
developing initiatives to promote organizational CLC.
Types of Documents, Country, and Inclusion of Diverse Disability Perspectives
Documents were sorted into 5 categories: (1) theoretical discussions, which were defined
as non-empirical academic literature, (2) organizational resources, which included tools and
reports created by and for organizations and systems, (3) intervention studies, which were
defined as studies that had an active intervention component, (4) non-intervention studies, and
(5) assessments. Each document type, and the number and percentage of documents that were
categorized as each type can be viewed in Table 1.2.
Table 1.2
Document Type
Theoretical discussion
Organizational resources
Non-intervention studies
Assessments
Intervention studies

11 (38%)
9 (31%)
4 (14%)
3 (10%)
2 (7%)

Most of the documents were generated by authors and organizations in the United States
(24/29) and the remaining documents were generated by authors and organizations in Australia
(5/29; Harris, 2004; Robertson & Travaglia, 2015; NSW Department of Family & Community
Services, 2012; 2013; Rhoades, Price, & Perigoe, 2004). The search strategy’s exclusion of nonEnglish documents may account for the lack of variability in the documents’ origins.
Documents were examined to determine whether their authors consulted with people with
disabilities from CLD backgrounds when developing frameworks and recommendations and
these results are included in Table 1.3. This scoping review identified only a few documents
(6/29) that explicitly noted the inclusion of the perspectives of members of this group (e.g.,
Montalto & Hasnain, 2011). Several documents acknowledged the contributions of individuals

25

and organizations though it is not clear whether those acknowledged included people with
disabilities from CLD backgrounds. Such ambiguous acknowledgements were categorized as not
including diverse disability perspectives.
Table 1.3
Inclusion of Diverse Disability Perspectives
Did not include
23 (79%)
Did include
6 (21%)
Target Population Demographics
Documents’ descriptions of target populations’ disability status are summarized in Table
1.4. Most documents described initiatives intended to support people with disabilities generally
(24/29). A small number of documents focused on types of disabilities (5/29), such as “limited
mobility and cognitive impairment” (Hau et al., 2016), “mental disabilities” (Mehl-Madrona &
Mainguy, 2015), “hearing loss” (Rhoades et al., 2004), “serious emotional disturbance”
(Running Wolf, Soler, Manteuffel, Sondheimer, Santiago, & Erickson, 2002), and “special
healthcare needs” (Telfair, Bronheim, & Harrison, 2009).
Table 1.4
Description of Target Population’s Disability Status
Has a disability
24 (83%)
Has a specific type or class of disability 5 (17%)
Documents’ descriptions of target populations’ cultural and linguistic diversity are
summarized in Table 1.5. Most documents were intended to improve outcomes for diverse
groups generally (20/29), though several narrowed their focus to race/ethnicity and sometimes
also immigration/refugee status (4/29; e.g., Lamar-Dukes, 2009) or to specific racial/ethnic
groups: African American, Chinese, Hispanic, and Native American (5/29; e.g., Running Wolf et
al., 2002).
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Table 1.5
Description of Target Population’s Cultural and Linguistic Diversity
Diverse culturally and/or linguistically
20 (70%)
Diverse in race/ethnicity
4 (14%)
Diversity due to membership in a specific racial/ethnic group 5 (17%)
The documents were analyzed for their description of the target population’s age and the
results are presented in Table 1.6. Most documents did not target a specific age (18/25), though
several focused on youth (10/25; e.g., Hains, Lynch, & Winton, 2000) and one focused on older
adults (Hau et al., 2016).
Table 1.6
Description of Target Population’s Age
Fully inclusive regarding age
18 (62%)
Youth (infants, children, and/or adolescents) only 10 (34%)
Older adults only
1 (3%)
Recommendation Themes
As previously described, I used qualitative analysis to synthesize recommendations for
promoting organizational CLC from the 29 documents and identified 24 recommendation themes
which can be viewed in Table 1.8, which is located at the end of this chapter. The
recommendation themes are organized from most to least frequent in their presence across the
documents. The following recommendation themes are considered in the discussion below:
(1) Provide high quality, culturally responsive, and accessible services and supports; use
person-centered planning and care; measure client satisfaction,
(2) Have policies to address CLC or a comprehensive CLC plan that includes clear goals,
outcomes, policies, and procedures; integrate CLC into all aspects of work; evaluate progress
using indicators and performance measures; effectively communicate plans and policies to staff;
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(3) Promote the training, hiring, inclusion, and retention of a diverse workforce; include
diverse staff in the core functions of the organization and across projects and initiatives; utilize
culturally responsive and inclusive worksite practices; and
(4) Materials (e.g., pictures, posters, videos, and printed materials), the environment (e.g.,
decor, catering, toys, spaces for prayer), and information dissemination strategies reflect the
culture, ethnic backgrounds, and linguistic needs of clients and community members from CLD
backgrounds and with diverse abilities; interpretation and translation services are considered,
utilized, and provided across contexts.
In addition, the recommendations that made up the sixth recommendation theme, provide
training, mentoring, and sharing of practices related to CLC internally and/or externally and
formally and/or informally; provide training to personnel at all levels; provide training at
induction and ongoing, are presented at the end of this chapter in Table 1.9.
Discussion
This study contributed to the academic literature by identifying documents in the gaps of
both academic and grey CLC literatures, namely those related to organizational CLC (Abrams &
Moio, 2009; Montalto & Hasnain, 2011; Truong et al., 2014) and the intersectionality
experienced by people with disabilities from CLD backgrounds (Peterson-Besse et al., 2014).
Additionally, the analysis of the identified documents’ qualities responded to several limitations
of CLC research, such as the lack of inclusion of the perspectives of people with disabilities from
CLD backgrounds (LaFleur et al., 2017) and CLC’s overreliance on theory.
This scoping review identified 29 documents and 24 recommendation themes that can
inform organizations intending to improve their organizational CLC to more effectively support
people with disabilities from CLD backgrounds. The identification of only 29 documents that
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address organizational CLC to support people with disabilities from CLD backgrounds
highlights the lack of resources related to organizational CLC (e.g., Abrams & Moio, 2009;
Montalto & Hasnain, 2011; Truong et al., 2014) as well as the lack of resources designed to
address barriers experienced by people at the intersection of disability and CLD (e.g., PetersonBesse, 2014).
Noteworthy Qualities of Included Documents
We examined the 29 documents to understand the qualities of the dialogue related to
organizational CLC for supporting people with disabilities from CLD backgrounds and observed
little attention to intersectionality, overreliance on theory, and little inclusion of the perspectives
of people with disabilities from CLD backgrounds.
Little attention to intersectionality. People with disabilities who are from CLD
backgrounds experience unique sets of barriers to accessing healthcare, education, and other
wellness-promoting services and supports (e.g., Peterson-Besse et al., 2014). Academic and grey
CLC literature that explores intersectionality is critical for reducing disparities for people with
disabilities from CLD backgrounds in healthcare, education, and other wellness-promoting
services and supports (e.g., Abrams & Moio, 2009; Hancock, 2007; Peterson-Besse et al., 2014).
Despite this need, and despite this scoping review’s use of search terms intended to facilitate the
identification of such documents, most documents sought to support the provision of services to
people under the “multicultural umbrella,” as opposed to people with specific and intersectional
identities. Only 9 of the 29 documents focused on specific racial/ethnic identities that intersected
with disability and only 5 of 29 documents focused on specific types of disabilities that
intersected with underserved racial/ethnic groups.

29

Search terms were not intended to identify documents relating to the support of people
with disabilities who are culturally diverse in ways that are unrelated to race/ethnicity, such as
sexual orientation, gender, or age but 11 of the 29 documents addressed the intersection between
disability and age. The increased focus on the intersection between disability and age, as
compared to disability and race/ethnicity, may be related to disciplinary focus as opposed to an
intentional consideration of intersectionality. For example, school psychology, education, early
childhood intervention, and education are focused on specific ages of the population, but not the
specific intersection of age and disability. Overall, these findings echo the concerns of others
who have observed that intersectionality, especially in relation to disability, is commonly absent
from academic and grey literatures related to healthcare, education, and other wellnesspromoting services and supports, including those focused on CLC (e.g., Abrams & Moio, 2009;
Peterson-Besse et al., 2014).
Overreliance on theory. Given criticisms regarding CLC’s lack of methodological rigor
(e.g., Govere & Govere, 2016; Price et al., 2005) and development from theory rather than
evidence (Shen, 2015), it was unsurprising that 11 of 29 documents were categorized as
theoretical discussions and only 6 of 29 were categorized as empirical examinations, of which
none utilized experimental design. The overreliance on theory in CLC research (e.g., Shen,
2015), as observed in the current scoping review, may impact the quality of CLC models and
their ability to be translated into action-specific interventions (Abrams & Moio, 2009), thereby
contributing to the lack of robust client outcomes from CLC interventions (e.g., Anderson et al.,
2003; Chipps et al., 2008; Truong et al., 2014).
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Seldom included the perspectives of people with disabilities from CLD backgrounds.
Only 6 of 29 documents explicitly noted their inclusion of the perspectives of people with
disabilities from CLD backgrounds. Moreover, these documents did not describe the extent to
which the perspectives of people with disabilities from CLD backgrounds were included. As a
result, the number may be an overrepresentation of the degree to which these perspectives are
represented in the recommendation themes identified here. As suggested by LaFleur et al.
(2017), the inclusion of the perspectives of people with disabilities from CLD backgrounds may
advance CLC and ultimately, contribute to the development of CLC interventions that lead to
robust, positive client outcomes.
Frequent Recommendation Themes
We identified 24 themes that summarize recommendations from the academic and grey
literatures related to organizational CLC for organizations serving people with disabilities from
CLD backgrounds, particularly those from underserved racial/ethnic groups. Frequency counts
highlight those that are especially prominent across the 29 documents.
High quality, culturally responsive services and supports. The most frequently
indicated theme, which was created from recommendations provided by 72% of documents, was
to provide high quality, culturally responsive, and accessible services and supports; use personcentered planning and care; measure client satisfaction. This category is broad, but relates to the
direct provision of services and supports that are tailored to meet the individual needs of clients
to ensure that these services are effective.
Culturally and linguistically competent direct services and supports are commonly
considered to be a responsibility of practitioners (e.g., Truong et al., 2014). This
recommendation theme is an extension of the historical focus of CLC on practitioners because it
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suggests that organizations share in the responsibility of ensuring that direct services and
supports are provided in a manner that is consistent with CLC. The recommendations reflected in
this theme seldom attended to methods for measuring high quality, accessible services and
supports. Given the current lack of evidence supporting CLC’s impact on positive client
outcomes (e.g., Anderson et al., 2003; Chipps et al., 2008; Truong et al., 2014) and the diverse
nature of clients’ backgrounds and needs, providers and organizations must measure outcomes to
ensure that their culturally and linguistically competent services and supports are having the
intended effects. Only a small number of documents in this scoping review suggested that
organizations measure client satisfaction (e.g., Mason, 1995; Robertson & Travaglia, 2015), a
type of client outcome, and even fewer implied that organizations assess and monitor disparities
as a means for improving the quality of services (e.g., p. 26 for P3.1 & P3.2 of NSW Department
of Family & Community Services, 2012).
Policies and comprehensive CLC planning. The next most common theme, indicated
by 62% of documents, was to have policies to address CLC or a comprehensive CLC plan that
includes clear goals, outcomes, policies, and procedures; integrate CLC into all aspects of work;
evaluate progress using indicators and performance measures; effectively communicate plans
and policies to staff. It is an important finding that the documents frequently recommended
strategic efforts to promote organizational CLC. It suggests that organizational CLC is a
coordinated, calculated process rather than a disjointed accumulation of CLC efforts.
Several documents (e.g., Elm City Center, 2016; NSW Department of Family &
Community Services, 2012) embody this recommendation theme by presenting well-defined
actions for intervention and indicators of success. As an example, Elm City Center (2016),
seeking to “assess/modify the physical facility to reflect the population, to be welcoming, clean,
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and attractive by providing cultural art, magazines, refreshments, etc…” (p. 26) specified a
benchmark that would indicate success: “purchase magazines, decorations, interview aids, etc.
that reflect the needs and interest of the population served” (p. 26). The identification of these
documents is especially noteworthy given the historical challenge of translating CLC models,
which are largely based in theory, into measurable interventions. As such, they may be especially
useful to disability-focused and other organizations seeking to develop or reconsider their CLC
practices, policies, and initiatives.
Indicators, benchmarks, and measurement tools are useful for translating
recommendations into clear, actionable practices and aiding in the measurement of progress and
integrity. Still, evaluation may be incomplete without the consideration of client outcomes and
disparities. For example, monitoring client outcomes and disparities would help an organization
to know that actions, such as purchasing materials “that reflect the needs and interests of the
population served” (Elm City Cetner, 2016, p. 26) have the intended effect. As mentioned in the
section above, recommendations related to the evaluation of client outcomes and disparities were
uncommon.
Promote a diverse workforce. Two themes were indicated by 59% of documents. One
was to promote the training, hiring, inclusion, and retention of a diverse workforce. This theme
suggests that CLC is not reserved for activities that require interaction with the community or
other agencies, but rather, suggests that organizational CLC “begins at home.” For example,
recommendations that supported the development of the theme discussed the importance of
hiring and retaining a diverse and inclusive workforce and identified the need to promote diverse
and inclusive team interactions.

33

AUCD (n.d.) outlined strategies and resources for hiring and retaining a diverse and
inclusive workforce and promoting diverse and inclusive team interactions. One such strategy
was to evaluate the turnover rate for employees from disability and CLD backgrounds. The
evaluation of demographics related to hiring and turnover is likely to promote accountability by
helping organizations to translate their aspiration of having a diverse workforce into action and
helping organizations to determine whether their efforts have been successful. Other documents
acknowledged the importance of a diverse workforce but did not include recommendations that
would help organizations to consider whether their actions have led to success. Elm City Center
(2016, p. 21), for example, maintained that they “do not discriminate with regard to race, religion
or ethnic background when hiring staff.” However, despite including well-defined actions and
benchmarks for many other aspects of CLC, no such recommendations were provided for to the
recruitment and retention of a diverse workforce.
Ensure cultural and linguistic accessibility to environment and communications.
The other theme indicated by 59% of documents was to ensure materials (e.g., pictures, posters,
videos, and printed materials), the environment (e.g., decor, catering, toys, and spaces for
prayer), and information dissemination strategies reflect the culture, ethnic backgrounds, and
linguistic needs of clients and community members from CLD backgrounds and with diverse
abilities; interpretation and translation services are considered, utilized, and provided across
contexts. This recommendation theme highlights the many ways that organizations must consider
accessibility – physically, culturally, and linguistically. As described in previous sections,
measurement is critical for ensuring CLC initiatives, including those aimed at accessibility, are
effective. A few documents recommended using client satisfaction measures to ensure that the
accessibility needs of clients are met (e.g., Robertson & Travaglia, 2015). However, client
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satisfaction measures are inherently limited for ensuring accessibility because potential clients
who have not yet accessed the organization, perhaps due to barriers, cannot be included. Such
measures are also insufficient for ensuring accessibility for groups who are served indirectly via
research, advocacy, and information dissemination efforts. Exploring additional methods for
evaluating accessibility is important for future CLC research and initiatives.
Main findings across the themes. Overall, the themes identified by this study
demonstrate a range of possibilities for organizational CLC initiatives. The recommendations
used to develop these themes were diverse, ambitious, and reflective of the academic CLC
literature base. Yet, the recommendations used to create these themes contained limited and
incomplete guidance for organizations that seek to better serve diverse clients with disabilities.
They (1) were limited in scope to disciplines that provide health and human services, (2) were
inconsistent in their clarity and ability to be translated from theory and aspiration to
interventions, and (3) seldom specified evaluation of client outcomes or disparities. The
recommendations’ relevance to health and human services was unsurprising given CLC’s origins
in health and human services (Suh, 2004). It is noteworthy that the audiences of these
documents, the health and human services groups and organizations described in the Target
Groups/Organizations column of Table 1.7, were exceptionally diverse and related to
intersecting and overlapping disciplines and service systems. The documents’ overall lack of
clarity and lack of attention toward outcomes was also unsurprising given CLC’s historical
overreliance on theory and the resulting difficulty of translating models into effective
interventions (e.g., Abrams & Moio, 2009; Anderson et al., 2003; Chipps et al., 2008; Shen,
2015; Truong et al., 2014).
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Limitations
This scoping review protocol facilitated the efficient and inclusive review of the literature
to identify documents that address gaps in academic and grey CLC literatures, particularly gaps
related to the intersection of disability and CLD backgrounds. However, readers should be
cautious when consulting the documents identified by this scoping review. In this study, we did
not examine the quality of the identified documents; we simply identified and described the
contents of the documents. In addition, given that the documents relied heavily on theory,
readers cannot assume that recommendations, no matter how frequently they were included in
the selected documents, represent effective CLC interventions. This scoping review’s focus on
race/ethnicity was also a limitation; though this focus enabled the completion of this scoping
review with limited resources, there are other backgrounds and identities that intersect with
disability and warrant further examination (e.g., Fredriksen-Goldsen, Kim, & Barkan, 2012).
Finally, another limitation of this study was the search strategy’s exclusion of non-English
documents. The 29 documents do not include those prepared in other languages across the world.
This highlights the challenges of inclusion and CLC, even for those who are mindful of these
values and frameworks.
Implications and Future Directions
This scoping review facilitates continued dialogue about important aspects of CLC for
organizations who serve people with disabilities from CLD backgrounds. In addition, this
scoping review can be used by disability-focused and other organizations to identify documents
and recommendations that may be helpful in their journey toward CLC. The small number of
documents identified by this scoping review highlights the longstanding and pervasive absence
of dialogue concerning organizational CLC in relation to people with disabilities from CLD
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backgrounds and the critical need for additional literature in this area. This scoping review also
emphasizes the critical need for resources that (1) use an intersectional framework to illustrate
ways of reducing disparities experienced by people with disabilities from CLD backgrounds, (2)
include the perspectives of people with disabilities from CLD backgrounds, (3) have an
empirical base, (4) provide clear, actionable recommendations, and (5) promote the evaluation of
CLC outcomes, especially via client outcomes and the monitoring of disparities. Together, the
findings of this scoping review underscore the idea that work related to CLC is subject to the
same values and recommendations that it proposes to others: to be inclusive and to ensure high
quality.
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Table 1.7
Characteristics of Included Documents
Author(s) (Year)
1. Adames (2000)

Type
Nonintervention
study
(qualitative
naturalistic
inquiry)

Inclusive*
Yes

Target Groups/Organizations
Community-based organizations

2. Association for
University Centers
on Disability (n.d.)

Organizational
resource

No

Disability organizations

3. Balcazar, SuarezBalcazar, TaylorRitzler, Roakowski,
et al. (2009)
4. Brame (1995)

Assessment

No

Professionals who serve people
with disabilities and their
organizations

Theoretical
discussion

No

Local and state interagency
coordinating council or parent
resource and support groups

5. Elm City Center
(2016)

Organizational
resource/

No

Programs providing opportunities
or services to people with
disabilities

6. Goode (2011)

Organizational
resource

No

Statewide independent living
councils

7. Goode, Trivedi, &
Jones (2010)

Assessment

No

Disability organizations
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Target Population
Children with
disabilities whose
parents are
undocumented Hispanic
immigrants and have
limited proficiency in
English
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
Children with
disabilities who are
diverse in their cultural
and linguistic
backgrounds
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds

Aim
Investigate leadership development
of the parents of the target
population

People with disabilities
who are diverse in their
cultural and linguistic
backgrounds

Facilitate self-assessment of CLC

Increase workforce diversity and
inclusion

Facilitate self-assessment of
cultural competence

Present strategies for recruiting
diverse family members of target
population to be involved in the
formation of policies and the
development of programs
Discuss a plan for increasing the
CLC of programs

Provide context of and
recommendations for increasing
CLC

Author(s) (Year)
8. Hains et al. (2000)

Type
Theoretical
discussion

Inclusive*
No

Target Groups/Organizations
Early intervention and early
childhood workforce

9. Harris (2004)

Theoretical
discussion

No

Disability service managers and
staff

10. Hau et al. (2016)

No

11. Lamar-Dukes
(2009)

Intervention
study
(quasiexperimental)
Theoretical
discussion

Organizations partnering with
community organizations to
provide and evaluate mobility and
cognition interventions
Disability organizations

12. Mason (1995)

Assessment

No

Service agencies working with
children with disabilities and their
families

13. McMahon et al.
(2011)

Nonintervention
study
(quasiexperimental &
longitudinal)
Nonintervention
study
(quasiexperimental)

No

Schools

No

Schools

African American and
Hispanic youth with
disabilities

Theoretical
discussion

Yes

Programs within Native American
communities, especially those
focusing on mental health

Native Americans with
“mental disabilities”

14. McMahon et al.
(2016)

15. Mehl-Madrona &
Mainguy (2015)

Yes
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Target Population
Diverse children,
including those served
by early intervention
programs
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
Chinese adults at least
60 years of age with
diversity in their
cognition and mobility
People with disabilities
who are diverse in their
race/ethnicity

Children with
disabilities who are
diverse in their cultural
and linguistic
backgrounds
15 to 21-year-old
students who are diverse
in their race/ethnicity
and ability

Aim
Discuss the preparation of the early
childhood workforce in regards to
their development of CLC
Review the literature on cultural
competence and propose key tools,
strategies, and skills
Evaluate the outcomes of a
mobility and cognition intervention

Discuss an initiative designed to
help the target population and their
families to develop advocacy skills
and obtain membership in
disability organizations
Facilitate self-assessment of
cultural competence

Test a model to understand factors
that promote the academic
achievement of the target
population

Examine the extent to which
schools are practicing each type of
inclusion and the link between
inclusion practices the academic
and social outcomes for the target
population
Present culturally sensitive and
systemic intervention programs

Author(s) (Year)
16. Montalto &
Hasnain (2011)

Type
Organizational
resource

Inclusive*
Yes

Target Groups/Organizations
Organizations specializing in
providing services to minority,
immigrant, or refugee populations
and/or people with disabilities in
Pennsylvania
Early childhood education and
early intervention programs

17. New & Mallory
(1996)

Theoretical
discussion

No

18. NSW Department
of Family &
Community Services
(2012)
19. NSW Department
of Family &
Community Services
(2013)
20. Rhoades et al.
(2004)

Organizational
resource

No

Organizations related to aging,
disability, and home care in
Australia

Organizational
resource

No

Organizations related to aging,
disability, and home care in
Australia

Theoretical
discussion

No

21. Robertson &
Travaglia (2015)

Organizational
resource

No

Organizations who interface with
professionals providing auditorybased interventions
Disability organizations in
Australia

22. Running Wolf et
al. (2002)

Theoretical
discussion

Yes

Programs conducting evaluation
research in Native American
communities

23. Southwest
Educational
Development
Laboratory (1999)
24. Sullivan et al.
(2015)

Theoretical
discussion

No

Rehabilitation organizations

Theoretical
discussion

No

Schools
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Target Population
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds

Aim
Provide context of and
recommendations for a plan of
action for systemic reform for CLC

Diverse children,
including those served
by early intervention
programs
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
Children with hearing
loss who are diverse in
their race/ethnicity
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
Native American
children with “serious
emotional disturbances”

Describe promising policies,
practices, and paradigms to
effectively respond to diversity

People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
Children considered for
special education who
are diverse in their
cultural and linguistic
backgrounds

Identify outcomes and strategies
for building the cultural
competence
Identify literature related to
cultural competence and to identify
a model of cultural competence for
the audience
Identify ways to respect and
respond to diversity
Provide context of and
recommendations for cultural
competence
Provide examples for how tribal
community recipients and
evaluation grant programs have
overcome challenges of conducting
evaluation research
Identify strategies for promoting
cultural competence for research
and dissemination activities
Provide the context of and
framework for promoting equity in
special education identification and
placement

Author(s) (Year)
25. TASH (2010)

Type
Organizational
resource

Inclusive*
No

Target Groups/Organizations
Disability organizations

26. Taylor-Ritzler et
al. (2008)

Intervention
study
(quasiexperimental)
Nonintervention
study
(mixed-method
survey)
Theoretical
discussion

No

Organizations providing vocational
rehabilitation services and the
people who work in them

No

Programs serving children with
special healthcare needs

Yes

Healthcare providers

Organizational
resource

No

Healthcare providers

27. Telfair et al.
(2009)

28. Tisdel (2007)

29. U.S. Department
of Health and Human
Services Advisory
Committee on
Minority Health
(2011)

Target Population
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds
Children with special
healthcare needs who
are diverse in their
cultural and linguistic
backgrounds
People who are diverse
in their race/ethnicity
and/or ability
People with disabilities
who are diverse in their
cultural and linguistic
backgrounds

Aim
Discuss a resolution for CLC for
disability organizations

Describe and evaluate a cultural
competence training intervention

Identify recommendations for CLC

Increase organizational diversity

Provide context of and
recommendations for
reducing/eliminating health
disparities

* This category denotes whether documents explicitly noted their inclusion of the perspectives of people with disabilities from diverse
cultural and linguistic backgrounds when developing frameworks and recommendations.
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Table 1.8
Organization- and System-Level Recommendations for CLC
Recommendation
Themes
1. Provide high quality,
culturally responsive,
and accessible services
and supports; use
person-centered
planning and care;
measure client
satisfaction
2. Have policies to
address CLC or a
comprehensive CLC
plan that includes clear
goals, outcomes,
policies, and
procedures; integrate
CLC into all aspects of
work; evaluate progress
using indicators and
performance measures;
effectively
communicate plans and
policies to staff
3. Promote the training,
hiring, inclusion, and
retention of a diverse
workforce; include
diverse staff in the core
functions of the
organization and across
projects and initiatives;
utilize culturally
responsive and
inclusive worksite
practices

1

2

✓

3

4

Document Number (Corresponds to Table 1.7)
12 13 14 15 16 17 18 19 20

5

6

7

8

9

10

11

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓
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✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Total
21

22

✓

✓

23

24

25

26

27

28

✓

✓

✓

✓

✓

✓

✓

29

✓

21

✓

✓

18

✓

✓

17

Recommendation
Themes
4. Materials (e.g.,
pictures, posters,
videos, and printed
materials), the
environment (e.g.,
decor, catering, toys,
spaces for prayer), and
information
dissemination strategies
reflect the culture,
ethnic backgrounds, and
linguistic needs of
clients and community
members from CLD
backgrounds and with
diverse abilities;
interpretation and
translation services are
considered, utilized, and
provided across
contexts.
5. Promote the
leadership of people
with disabilities and
diverse parents of
children with
disabilities including as
self- and familyadvocates, as peer
supporters, trainers,
members and leaders of
committees and
organizations, and
members of groups
promoting policy and
program development;
work with an advisory
board, council, or
committee that includes
people with disabilities
from CLD backgrounds
and their families

1

✓

✓

2

3

4

5

6

7

✓

✓

✓

✓

✓

✓

8

9

10

✓

✓

✓

✓

✓

11

Document Number (Corresponds to Table 1.7)
12 13 14 15 16 17 18 19 20

✓

✓

✓

✓
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✓

✓

Total
21

✓

✓

✓

✓

✓

✓

✓

✓

22

23

24

✓

25

✓

✓

26

27

28

✓

✓

29

17

✓

16

Recommendation
Themes
6. Provide training,
mentoring, and sharing
of practices related to
CLC internally and/or
externally and formally
and/or informally;
provide training to
personnel at all levels;
provide training at
induction and ongoing
7. Collaborate with,
learn from, engage, and
support the growth of
community programs,
leaders, and consultants
8. Organization has
knowledge of local or
relevant communities of
color including their
demographics,
disparities, available
resources, within-group
differences, strengths,
cultural practices, social
service needs,
community problems,
their representation in
their organization as
clients and staff, and
how social, political,
and economic contexts
affect them and their
inclusion
9. Measure
organizational CLC and
inclusion
10. Foster a culture that
understands the benefits
of CLC and promotes it;
have persuasive
leadership for change at
senior levels who are
bought into CLC; have
ongoing dialogues
about CLC across the
organization and with
clients and communities

1

2

3

4

✓

6

7

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

8

✓

9

10

11

Document Number (Corresponds to Table 1.7)
12 13 14 15 16 17 18 19 20

5

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

60

✓

✓

Total
21

22

23

✓

✓

24

25

26

27

28

✓

✓

✓

✓

29

15

✓

12

✓

✓

10

✓

✓

✓

✓

✓

✓

✓

✓

9

8

Recommendation
Themes
11. Provide feedback,
support, and monitoring
to staff for improving
CLC skills; require
CLC of all staff
12. Collaborate with
academic, civil rights,
government agencies,
and/or other groups who
can provide accurate
information related to
people with disabilities
and/or people from
diverse cultural and
linguistic backgrounds
and collaborate to
improve service
systems
13. Dedicate funding to
advance and sustain
CLC within the
organization
14. Facilitate and/or
contribute to ethical and
responsive research that
adds to the body of
knowledge about people
with disabilities from
diverse cultural and
linguistic backgrounds,
including the disparities
they experience and
effective interventions
15. Conduct community
consultations or
assets/needs
assessments
16. Implement outreach
initiatives
17. Increase parents'
and community
knowledge of services
and policy issues

1

2

3

✓

✓

4

5

6

7

8

9

✓

✓

✓

10

11

✓

✓

✓

✓

✓

✓

✓

✓

Total
21

22

23

24

25

26

27

✓

✓

✓

Document Number (Corresponds to Table 1.7)
12 13 14 15 16 17 18 19 20

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

7

7

✓

✓

✓
✓

29
✓

✓

✓

28

✓

7

✓

6

5
✓

✓

5

4

61

Recommendation
Themes
18. Raise awareness
about people with
disabilities from diverse
cultural and linguistic
backgrounds
19. Support staff
participation in events,
activities, and cultural
celebrations of
clients/communities
20. Promote the
inclusion of people with
disabilities in
community settings,
such as schools
21. Facilitate the
participation of people
with disabilities from
diverse cultural and
linguistic backgrounds
and/or their parents in
conferences, meetings,
or education/training
activities
22. Advocate for public
policy, legislation, and
advocacy to address the
needs and interests of
people with disabilities
from diverse cultural
and linguistic
backgrounds
23. Facilitate the
meaningful
participation of people
with disabilities from
diverse cultural and
linguistic backgrounds
and their communities
in research

1

2

3

4

5

6

7

✓

✓

8

9

10

11

Document Number (Corresponds to Table 1.7)
12 13 14 15 16 17 18 19 20

22

23

24

25

26

27

28

29
✓

✓

✓

✓

✓

✓

✓

✓

✓

3

3

3

2

✓

✓

Total
21

✓

✓

2

2

62

Recommendation
Themes
24. Fundraise and write
grants to address causes
and issues that are of
concern to people with
disabilities from diverse
cultural and linguistic
backgrounds and
includes their
perspectives
Total

1

2

3

4

5

6

7

8

9

10

11

Document Number (Corresponds to Table 1.7)
12 13 14 15 16 17 18 19 20

Total
21

22

23

24

25

26

27

28

29

✓

3

2

7

8

6

8

18

1

5

9

3

5

15

7

4

63

5

13

4

9

14

5

11

2

6

2

5

1

12

5

5

200

Table 1.9
Recommendations for Service Organizations’ CLC Training
Category

Development

Funding/Resources
Activities

Training Recommendations
1. Require and/or provide CLC training opportunities for board members,
organizational leadership, staff, consultants, contractors, faculty, interns &
fellows, and volunteers on the organization's philosophy, policy, and
practices on ensuring cultural and linguistic competence
2. Use standardized measures, surveys, and/or qualitative measures to
evaluate CLC training outcomes for development purposes
3. Identify, develop, and share resources, tools, and guidelines within and
across organizations to support CLC training
4. Facilitate trainee evaluation of CLC training experiences; evaluate its
presence and inclusion in other curricula and educational experiences
5. Utilize stage-based models and/or competence-based models when
developing trainings
6. Review existing CLC training and further develop it, perhaps with the
support of technical assistance, to align it with good training practice and to
adequately address all needs of organization (consider using NCCC's
CLCADO to determine needs)
7. To encourage its development, identify and utilize a common language
for discussing CLC
8. Allocate resources toward CLC training
9. Provide opportunities for staff to learn culturally-responsive behaviors
from peers within or outside of the organization
10. Provide mentoring, coaching, and other support (including technical
assistance) to promote learning and application of CLC training
11. Provide access to culturally-related materials

3

5

6

Document Number (Corresponds to Table 1.7)
7
12 13 16 18 19 20 21 25

26

27

28

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓
✓

✓

✓

✓
✓

✓

4

✓

3

✓

3

✓

2

✓
✓

✓

✓

✓

✓

15

✓

✓

2

2

✓

✓

1

✓

4

✓

✓

✓

4

✓

1

12. Have staff regularly attend cross-cultural workshops

✓

1

13. Encourage staff to take ethnic studies courses

✓

1

14. Utilize experiential activities to support CLC training

1

✓

15. Facilitate trainee goal-setting for personal and/or organizational CLC
Content

✓

Total

16. Include training on working effectively with interpreters

✓
✓

1
2

✓

17. Include training on being culturally aware and knowledgeable

✓

✓

2

18. Include training on practicing culturally competently

✓

✓

2

19. Include training on understanding and developing team, organizational,
and sector CLC practice
20. Include training that facilitates self-awareness and self-examination of
biases

✓

✓

2
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✓

✓

2

Category

Training Recommendations

Content

21. Train cultural brokering instead of traditional CLC

Structure/Learning
Environment

3

5

6

Document Number (Corresponds to Table 1.7)
7
12 13 16 18 19 20 21 25

27

28
1

✓

22. Include training on the rationale and need for CLC

✓

1

23. Include training on gauging people’s perceptions (i.e., fearful versus
trustful) of providers and their staff
24. Include training on defining cultural competency in a person-centered
context
25. Include training on being culturally respectful, appreciative, and
sensitive
26. Include training on interacting and communicating culturally
competently
27. Include training on engaging culturally and linguistically diverse
communities
28. Include training on managing a culturally diverse and culturally
competent organization or team
29. Provide training that promotes learning new languages relevant to the
communities that the agency serves
30. Provide CLC training as ongoing professional development (e.g., via inservice training or workshops)

✓

1

✓

✓

1

✓

1

✓

1

✓

1

✓

5

✓

✓

3

✓

✓

3

✓

✓

✓
✓

✓

✓

34. When providing training to staff, start small, providing training over
time as opposed to in one chunk; identify how new ideas can mesh with
existing structures and approaches to increase the likelihood that new
approaches will be implemented
35. Provide speakers/presenters with guidelines to address culture,
language, and racial and ethnic diversity when relevant to their topic area
and with guidance on how to prepare and address the needs of diverse
audience (e.g., literacy, materials accessibility, foreign language
interpretation services)
36. Take culture and language into account when pairing people who
experience disabilities with their peers for any training activities designed
for them
37. Utilize CLD trainers
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1

1

33. Utilize technology to support CLC training

38. Ensure trainees are CLD and that CLD training is provided to personnel
of all levels
39. Assess staff for CLC behaviors through testing, direct observation, and
client satisfaction
40. Have supervisors provide staff with feedback on improving CLC skills

✓

✓

31. Incorporate CLC training to existing curricula and other educational
opportunities in a meaningful way
32. Provide CLC training at induction (e.g., via orientation)

Evaluation/Feedback

Total
26

✓

✓

✓

2

✓

✓

1

✓

1
1

✓

1

✓
✓
✓

3

✓

✓

3
1

Category

Training Recommendations

Evaluation/Feedback

41. Evaluate staff on their respect for diverse backgrounds

3

5

6

Document Number (Corresponds to Table 1.7)
7
12 13 16 18 19 20 21 25

Total
26

27

28
1

✓

42. Include knowledge and skills related to CLC in performance
evaluations
43. Reward existing competencies

1

✓

44. Organize leaders and managers to support and encourage the changes
expected of individuals
45. Reward activities that promote learning new languages relevant to the
CLD communities that the organization services
Total

66

✓

1

✓

1
1

✓
5

10

1

11

8

2

5

4

23

2

8

1

9

3

1

93

2.

EXPLORING CULTURAL AND LINUISTIC COMPETENCE TRAINING

INFUSED INTO AN INTERDISCIPLINARY LEADERSHIP TRAINING PROGRAM IN
DISABILITY
Cultural and linguistic competence (CLC) training is recommended to facilitate people’s
and organizations’ capacities for reducing the disparities experienced by people from culturally
and linguistically diverse (CLD) backgrounds. People with disabilities from CLD backgrounds
experience multiple burdens that accompany their multiple identities. CLC training via disability
organizations may be a practical way of delivering CLC training designed to reduce the barriers
and disparities experienced by people with disabilities from CLD backgrounds. Some theorists
posit that the current CLC framework and its corresponding training programs encourage
practices that are responsive to the “multicultural umbrella” but not adequately responsive to the
populations experiencing the greatest burdens, such as those experiencing the multiple burdens
that accompany their multiple identities. Moreover, it has been recommended that CLC training
be infused into broader curricula, such as leadership training, yet there are few examples
presented in the literature. This chapter details a qualitative study that explored CLC training
infused into an interdisciplinary leadership training program delivered by a disability
organization. More specifically, this study sought to answer questions about the framework for
and format of the CLC training, including its activities, content, and structures. In addition, this
study sought to understand whether and in what ways intersectionality was represented in the
CLC training and whether the infused nature of the CLC training had implications for trainees’
recognition of the training they received.
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Need for Individuals and Organizations to Practice with CLC
Academics, organizations, and government agencies have long posited that reducing the
disparities experienced by people from CLD backgrounds requires recognition of and response to
people’s cultural needs (e.g., Association of American Medical Colleges, 2005; Betancourt,
Green, Carrillo, & Park, 2005; Cross, Bazron, Dennis, and Isaac; 1989; U.S. Department of
Health and Human Services, 2000; U.S. Department of Health and Human Services, 2013). Such
initiatives are referred to as CLC interventions. In the academic literature, CLC interventions
designed to support people across CLD backgrounds typically take the form of adaptations of
direct interventions for specific clients or cultural groups (e.g., Kehoe, Melkus, & Newlin, 2003;
Sumlin & Garcia, 2012); access interventions, such screening programs, patient navigators,
client educators recruited from the target population, and the provision of community-based
services (Fisher, Burnet, Huang, Chin, & Cagney, 2007; Henderson, Kendell, & See, 2011);
organizational interventions designed to overcome language barriers, communication barriers, or
lack of cultural acceptability, such as interventions that promote a diverse workforce or use
interpreter services, bilingual practitioners, culturally appropriate information-sharing materials,
or culturally specific healthcare settings (Anderson, Scrimshaw, Fullilove, Fielding, & Normand,
2003; Henderson et al. 2011); and training interventions, which prepare people and organizations
to demonstrate culturally responsive behaviors (Suh, 2004) and to intervene.
Calls for CLC training to reduce disparities. CLC training is an especially common
CLC intervention in the academic literature (Chipps, Simpson, & Brysiewsicz, 2008; Govere &
Govere, 2016; Lie, Lee-Rey, Gomez, Bereknyei, & Braddock, 2010; Renzaho, Romios, Crock,
& Sonderlund, 2013) and serves as the focus of this chapter. Generally, CLC training is provided
to human service providers (Suh, 2004) and intended to develop participants’ and organizations’
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capacities in one or more factors thought to enhance responsiveness toward CLD populations
(e.g., practitioner attitudes, knowledge, and/or skills; organizational structures, policies, and/or
partnerships). Theoretically, the promotion of CLC factors increases people’s and organizations’
responsivity to the needs of CLD populations and thereby reduces the barriers and disparities
they experience (Betancourt et al., 2005; U.S. Department of Health and Human Services, 2000;
U.S. Department of Health and Human Services, 2013).
Origins and Definitions of Cultural Competence and Linguistic Competence.
CLC is comprised of cultural competence and linguistic competence and the definitions
for these constructs are provided in the sections below.
Cultural competence. Cultural competence is rooted in disciplines that provide health
and human services, including medicine, psychology, education, and social work (Suh, 2004).
Because professionals from these disciplines commonly interact directly with clients, for nearly
two decades the development of cultural competence has focused almost entirely on enhancing
the attitudes, knowledge, and skills of individual practitioners (Suh, 2004). Cultural competence
as the focus of developing factors related only to individual practitioners was challenged by
Georgetown University’s National Center for Cultural Competence (NCCC; Suh, 2004), which
recognized the importance of organizational structures, norms, and behaviors to cultural
competence. In 1989, the NCCC’s Cross, Bazron, Dennis, and Isaac provided an innovative
definition of cultural competence which is now widely accepted by academics and practitioners
alike. This definition, which is inclusive of both practitioner- and organizational-level factors,
was used to frame the current study. According to Cross et al. (1989, p. 13), cultural competence
“is a set of congruent behaviors, attitudes, and policies that come together in a system, agency or
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among professionals and enable that system, agency or those professions to work effectively in
cross-cultural situations.”
Linguistic competence. The NCCC was also innovative in considering linguistic
competence as a construct that is distinct from but associated with cultural competence (Suh,
2004). Goode (2010) provided a definition of linguistic competence, which is featured below.
Goode’s (2010) definition is used to frame the current study because it is inclusive of people
with disabilities and is widely accepted in academic CLC literature:
The capacity of an organization and its personnel to communicate effectively, and convey
information in a manner that is easily understood by diverse audiences including persons
of limited English proficiency, those who have low literacy skills or are not literate,
individuals with disabilities, and those who are deaf or hard of hearing.
Critical race theory and CLC. Critical race theory is a framework born from legal
scholarship at the time of the civil rights movement. Critical race theory acknowledges the
actuality and relentless nature of discrimination and oppression perpetuated by individuals,
organizations, and systems (Abrams & Moio, 2009; Delgado & Stefancic, 2001). CLC and
critical race theory intersect, but not fully. For example, CLC and critical race theory each
acknowledge the critical role of organizations and systems in efforts to reduce disparities and
vary in regards to their attention to intersectionality.
Intersectionality. Intersectionality describes the intersecting nature of multiple cultural
identities, especially those that relate to greater oppression (Crenshaw, 1991). Any factor of
culture (e.g., beliefs, values, norms, language, experiences, gender, sexual orientation, gender
identity or expression, age, class, education) can intersect with one or more other cultural factors
and this occurrence is referred to intersectionality (e.g., Abrams & Moio, 2009; Hancock, 2007;
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Powell Sears, 2012). Crenshaw (1991) introduced the term “intersectionality” as she considered
the intersectional identities of women of color and their experiences of violence. Crenshaw
(1991) understood that differences between people within the same cultural group are often
unrecognized and adds to the discrimination experiences by people with multiple, intersecting
cultural identities. Intersectional invisibility is a term describing how intersectional groups, not
fitting the architypes of their respective identity groups, experience additional marginalization as
members of marginalized groups (Purdie-Vaughns & Eibach, 2008).
According to Powell Sears (2012), multiple oppressed identities are experienced
concurrently and may be mutually reinforcing (Powell Sears, 2012). Therefore, multiple
oppressed identities cannot be teased apart from each other. Per Crenshaw (1991), to
comprehend and be responsive of the experiences of people with multiple, oppressed cultural
identities, focusing on each identity separately or using an additive process are ineffective
strategies. Crenshaw (2016) explained that “trickle down approaches to social justice,” which
aim to respond to the needs of singular oppressed groups do not adequately respond to the needs
of people with multiple, oppressed identities. Initiatives designed to combat discrimination,
including CLC training, therefore, may be more effective by considering and responding to the
discrimination experienced by people with intersecting cultural identities (Hancock, 2007;
Powell Sears, 2012).
As per critical race theory and intersectional frameworks, people with disabilities from
CLD backgrounds, such as people with disabilities from underserved racial/ethnic groups and/or
LGBTQ+ groups, have intersectional identities that place them at increased risk for
discrimination and disparities and would benefit from organizational- and system-level responses
that are responsive to their unique identities (Abrams & Moio, 2009; Hancock, 2007).
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As a framework, CLC may not be sufficiently responsive to particular intersectional
groups (Abrams & Moio, 2009). For example, some CLC theorists emphasize person-centered
care as a method of responding to all cultural backgrounds (e.g., Powell Sears, 2012). This
practice teaches trainees to respond to each client’s unique cultural background but does not
emphasize methods for responds to cultural backgrounds related to the greatest disparities
(Abrams & Moio, 2009). A person-centered approached to CLC is beneficial in that it is a model
that can be applied across clients and populations. However, this “multicultural umbrella”
approach may not prepare practitioners and organizations to consider and respond to the specific
needs of populations experiencing the greatest disparities (Abrams & Moio, 2009), including
those experiencing multiple burdens due to intersectionality.
Organizational CLC. Consistent with critical race theory, current and commonly
accepted definitions of cultural competence and linguistic competence appreciate the
responsibility of and potential for organizations to address inequalities. Still, there is a
longstanding gap in the academic and grey literatures in relation to potential organizational
responses to the disparities experienced by CLD backgrounds (Abrams & Moio, 2009; Montalto
& Hasnain, 2011; Truong, Paradies, & Priest, 2014) and this extends to organizational responses
for reducing the disparities experienced by specific intersectional groups, such as people with
disabilities from CLD backgrounds.
CLC Training
There have been many calls from the US government and service organizations to
provide CLC training to the workforce (e.g., American Psychological Association, 2002;
Association of American Medical Colleges, 2005; Betancourt et al., 2005; U.S. Department of
Health and Human Services, 2000; U.S. Department of Health and Human Services, 2013), such
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as to pre-service professionals or to staff already working in service agencies as part of required
certification for state licensing or via professional development or (Taylor-Ritzler et al., 2008).
Methods implemented to train CLC. Despite the widespread and longstanding calls for
CLC training, there is a lack of information about how CLC is trained and which methods are
effective.
Activities and content. For the purposes of this study, CLC training activities are what
trainees do to enhance their CLC. In the academic literature, CLC training activities commonly
include didactic training, experiential learning, readings, journaling, and self-assessment (e.g.,
Lie et al., 2010). Less common CLC training activities reported in academic CLC training
intervention literature include providing feedback to trainees in reference to their skills and/or
clients’ health outcomes and disparities (e.g., Sequist et al., 2010) and supporting CLC goal
setting (e.g., Taylor-Ritlzer et al., 2008).
For the purpose of this study, CLC content is what CLC training is “about;” the factors it
seeks to enhance in trainees. In the academic literature, the content of CLC training is often
unreported or not described to the same level of detail as compared to training activities. Grey
literature reports CLC training content that covers “-isms” (e.g., ableism, sexism, and racism),
disparities, knowledge about cultures, and/or specific skillsets that have been aligned with the
CLC framework, such as communication, interviewing, intervention, and assessment skills (e.g.,
Arlington Public Schools, 2009; Association of American Medical Colleges, 2005). Regarding
content concerning cultural knowledge, CLC training commonly focuses on group-specific
cultural knowledge as opposed to intersectional frameworks (Powell Sears, 2012) and/or takes a
“multicultural umbrella” approach that is person-centered and intended to facilitate culturalresponsiveness across people and cultures. However, this person-centered “multicultural
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umbrella” approach may not train professionals and advocates to recognize and be responsive
toward groups experiencing the greatest disparities (Abrams & Moio, 2009). Researchers have
not yet systematically explored training activities or content, including which training activities
or content are effective in facilitating trainee outcomes (Truong et al., 2014).
Training structure. In both the academic and grey literatures, little is reported about the
structure of CLC training, such as whether the training is infused or stands alone; the
characteristics, backgrounds, and pedagogical styles of course faculty; the sequence and
frequency of training activities; the characteristics and backgrounds of trainees; the location and
environment in which the training is provided; and the interaction of these and other structural
factors. Despite its potential impact on training, CLC training academics and practitioners do not
commonly describe training structure. This may be because CLC training academics and
practitioners place a greater emphasis on knowledge, for which training structure may have
fewer implications. Another possibility is that training structure is not often described in CLC
literature because of its implicit nature. For example, a guest speaker or training cohort-mate
who is a Black woman with a disability might affect trainees’ attitudes, knowledge, and skills in
working with other members of this population, perhaps even if the activities and content she is
associated with are not explicitly related to CLC. Her presence and contributions to a diverse
learning environment may be intentional on the part of CLC trainers, but trainees may be
unaware of how her presence relates to their CLC training.
Most CLC training literature describes interventions provided as stand-alone courses,
modules, or training activities. Though the infusion of CLC training into broader curricula is
widespread (e.g., State Council of Higher Education for Virginia, 2008) and considered a best
practice (Miranda, 2002), very little academic literature examining this practice was available at
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the time of this study. The academic literature related to the infusion of CLC training discusses
infusion from a theoretical perspective and provides little information about this practice or its
effects (e.g., Davis & Smith, 2009; Grothaus, McAulifee, & Craigen, 2012). For example,
Grothaus et al. (2012) described the importance of CLC training for counseling trainees and
mentioned that it should be infused but did not describe methods or considerations for infusion.
Davis and Smith (2009) described CLC training that was infused into several training programs
for healthcare professionals, depicting the activities of the infused CLC training (i.e., didactic
training, a service-learning project, and multilingual multimedia courseware comprising of
audio, video, and interactive question/answer sequences) and intended outcomes (knowledge of
specific communication techniques). However, Davis and Smith (2009) provided insufficient
detail to replicate these trainings, no recommendations for professionals seeking to infuse CLC
training, and limited evidence regarding the effects of these trainings.
It is possible that the gap in the academic literature related to the infusion of CLC training
negatively impacts trainers who glean little guidance about this practice from the academic
literature.
Incorporating pedagogy from other areas of adult learning research. There is little
CLC training research that explicitly describes its incorporation of pedagogy from other models
of adult learning. An exception is service-learning, which is well-represented in CLC training
research (e.g., Amerson, 2010; Denton, Esparza, Fike, Gonzalez, & Lundquist Denton, 2016;
Kohlbry, P., & Daugherty). Service-learning is a “form of experiential education in which
students engage in activities that address human and community needs together with structured
opportunities intentionally designed to promote student learning and development” (Jacoby,
1996, p. 5).
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Still, there are other pedagogies from adult learning that may be worth exploring in the
context of CLC training. In the professional development literature, there is description of the
importance of social interactions and mechanisms for these social interactions, such as learning
communities (e.g., Desimone, 2009; Truscott et al., 2012) and scaffolding (e.g., Truscott et al.,
2012). Learning communities have “a culture of learning, in which everyone is involved in a
collective effort of understanding” (Bielaczyc & Collins, 1999, p. 2) and scaffolding “is the
process through which a ‘more knowledgeable other’ temporarily supports a learner … for a new
task” (Truscott et al., 2012, p. 71, citing Winn, 1994). This disconnect between CLC training and
other adult learning literatures may have negative implications for the development of pedagogy
in CLC training.
Outcomes from Attempts to Train CLC. The Kirkpatrick-Barr model (Barr, Freeth,
Hammick, Koppel, & Reeves, 1999) provides a useful framework for considering training
outcomes and has a history of use in the evaluation of interdisciplinary training. It is comprised
of multiple levels, including:
1. Reactions
2a. Attitudes*
2b. Knowledge/skills*
3a. Behavior
3b. Change in organizational practice
4. Benefits to clients*
CLC training outcomes are commonly explored in the academic literature. However, there is
limited evidence in several categories represented in the Kirkpatrick-Barr model (Barr et al.,
1999). Noted above with asterisks, CLC training is typically evaluated in relation to its impact on
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trainees’ attitudes, knowledge, and skills (Jernigan, Hearod, Tran, Norris, & Buchwald, 2016) as
well as its resulting benefits to clients (e.g., Govere & Govere, 2016).
Attitudes. A literature review by Jernigan et al. (2016) is one of the most recent
examinations of trainee outcomes from CLC training programs. Jernigan et al. (2016) used a
systematic literature review to examine 18 CLC training programs in US medical education and
observed that 44% of those that evaluated outcomes did so by measuring changes in trainees’
attitudes via measures of curiosity, empathy, respect, recognition of biases, value of the social
determinants of health, confidence working cross-culturally, conscious incompetence (the
recognition of one’s inability to recognize cultural cues and the impact they may have on health
outcomes), and awareness (of the gap between knowledge and skills in caring for diverse
patients, of the roles of language, communication, folk beliefs, religion, family structure, and
gender on the patient-provider interaction). Jernigan et al. (2016) reported that 88% of evaluated
programs reported an enhancement in trainee attitudes.
Knowledge. Jernigan et al. (2016) observed that 44% of evaluations of included programs
measured changes in trainees’ knowledge via their understanding of cultural humility, cultural
sensitivity, sociocultural dimensions of illness, and ways that provider perspectives or biases
effect quality of care. Jernigan et al. (2016) reported that 88% of evaluated programs reported an
enhancement of trainee knowledge.
Skills. Jernigan et al. (2016) observed that 33% of evaluations of included programs
measured changes in trainees’ skills via their performance with real or simulated patients.
Jernigan et al. (2016) reported that 83% of evaluated programs reported an enhancement of
trainee skills.
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Benefits to clients. Academic literature reviews examining the effects of CLC training
each acknowledge, for a variety of reasons and to varying degrees, that there is limited evidence
to support its positive effects on client outcomes, such as improvement in satisfaction, wellnesspromoting behaviors, indicators of wellness, utilization of services, or disparities (e.g., Chipps,
Simpson, & Brysiewsicz, 2008; Govere & Govere, 2016; Lie et al., 2010; Renzaho et al., 2013).
Limitations of outcome data. As reported above, current measures of CLC training
outcomes do not commonly examine outcomes across all possible levels, such as those
represented in the Kirkpatrick-Barr model (Barr et al., 1999). In addition, there are
methodological limitations related to existing measurement techniques used to evaluate the
effects of CLC training (e.g. Jernigan et al., 2016; Shen, 2015). For example, measures of CLC
attitudes, knowledge, and skills have limitations which include lack of psychometric evaluation,
overreliance on self-report, poor methodological rigor in construction, and questionable
reliability and validity (Shen, 2015). Moreover, studies measuring client outcomes have found
little positive effect, perhaps due to the difficult nature of measuring distal outcomes, and have
been criticized for their lack of methodological rigor (e.g., Chipps et al., 2008; Renzaho et al.,
2013).
People with Disabilities from CLD Backgrounds Experience Disparities Related to their
Multiple Cultural Identities.
Evidence of disparities experienced by people with disabilities from CLD
backgrounds. According to Artiga (2016), disparities are persistent, preventable, and unjust
differences between two or more population groups. These differences can relate to (1) the
services, supports, or resources they receive and/or (2) their life outcomes. Differences in
services, supports, and resources include differences in groups’ access to them and their level of
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quality (Artiga, 2016). Differences in life outcomes include, for example, differences in groups’
educational- (e.g., educational attainment), employment- (e.g., maintenance and level of of
employment), health- (e.g., wellness and mortality), and economic-related (e.g., socio-economic
status) outcomes.
Disparities in access to and quality of services. People with disabilities from CLD
backgrounds experience barriers that negatively affect their access to healthcare, education, and
other wellness-promoting systems (e.g., Bonito, Eicheldinger, & Lenfestey, 2005; FredriksenGoldsen, Kim, & Barkan, 2012; Flores & Tomany-Korman, 2008; Latham, 2012; PetersonBesse, Walsh, Horner-Johnson, Goode, & Wheeler, 2014; Scott & Havercamp, 2014; Zea,
Belgrave, Garcia, & Quezada, 1997). According to a scoping review conducted by PetersonBesse et al. (2014), people with disabilities who are members of underserved racial/ethnic groups
experience a set of barriers that are unique to their multiple, intersecting identities. As an
example, a person with a disability from an underserved racial/ethnic background might
experience barriers specifically related to race/ethnicity, such as mistrust of the medical
establishment, language barriers, communication problems, race discordance, and issues relate to
acculturation; barriers related to having a disability, such as inaccessible transportation; and
barriers related to both disability and race/ethnicity but caused by other phenomena, such as lack
of insurance, no usual source of care, low income, low education, unacceptability of services,
lack of clinical knowledge, poor service coordination, long wait time, and services that are
denied or cut (Peterson-Besse et al., 2014). At the time of this study, there was insufficient
academic literature systematically exploring the barriers to care experienced by people with
disabilities from other CLD backgrounds, such as people with disabilities from LGBTQ+
backgrounds.
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Disparities in life outcomes. People with disabilities from CLD backgrounds experience
disparities in life outcomes which are exacerbated by disparities in access to and quality of
services (e.g., Fredriksen-Goldsen et al., 2012; Jones & Sinclair, 2008; Magaña, Parish, Rose,
Timberlake, & Swaine, 2012; Waldrop & Stern, 2003; Zea et al., 1997). For instance, people
with disabilities from CLD backgrounds are placed at increased risk for dropout, unemployment,
poverty, disease, and premature death (Fredriksen-Goldsen et al., 2012; Centers for Disease
Control and Prevention, 2013). Jones and Sinclair (2008) observed that people with disabilities
from underserved racial/ethnic groups experience disparities at greater levels than both nonHispanic Whites with a disability and people from undeserved racial/ethnic groups who do not
have a disability, thereby evidencing that these groups experience “multiple burdens.”
Disparities’ social costs. There is not much research that investigates the experiences or
needs of people with disabilities who are also members of other CLD groups (e.g., PetersonBesse et al., 2014). This gap in the literature extends to investigations about how the disparities
experienced by these groups relate to social costs. Consideration of other social cost data is
helpful in illustrating the promise of reducing disparities experienced by people with disabilities
from CLD backgrounds.
For example, researchers have examined the social costs that result from disparities
experienced by people from underserved racial/ethnic groups in US healthcare and assessed them
to be $44.6 billion (Waidmann, 2009) and $1.2 trillion (LaVeist, Gaskin, & Richard, 2011).
People with disabilities also experience disparities in healthcare (Krahn, Walker, & Correa-DeAraujo, 2015), and therefore, reducing the disparities experienced by people with disabilities
from underserved racial/ethnic groups would likely positively influence social costs.
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Discipline and dropout are experienced disproportionally by students with disabilities
(Grad Nation, 2016), students from underserved racial/ethnic groups (U.S. Department of
Education, National Center for Education Statistics, 2016), and students with disabilities from
underserved racial/ethnic groups (Sullivan, Van Norman, & Klingbeil, 2014) experience.
Rumberg and Losen (2016), who estimated the social costs of discipline and dropout in the US
educational system, determined that suspension in 10th grade generates direct and indirect social
costs estimated to be between $35 billion and $1.2 trillion. Rumberg and Losen (2016) theorized
that reducing disproportionality in discipline and dropout for students of underserved
racial/ethnic groups would positively affect social costs. Using this same line of reasoning,
reducing the disparities experienced by students with disabilities and students with disabilities
from underserved racial/ethnic groups who are “double burdened” in relation to disparities in
discipline and dropout (Sullivan et al., 2014), might be especially effective in reducing the social
costs attributed to discipline and dropout.
Disability Organizations May Be Uniquely Suited to Provide CLC Training to Support
People with Disabilities from CLD Backgrounds
Disability organizations combat the barriers to care experienced by people with
disabilities that contribute to their increased risk for dropout, unemployment, poverty, disease,
and violence (Krahn et al., 2015). These barriers to care include architectural barriers; cost and
insurance barriers; logistical issues (e.g., inconvenient office hours, lack of appointment
availability, lack of transportation); poor provider-client communication; difficulties navigating
the healthcare system; providers with lack of knowledge related to their disability; and
discrimination, negative attitudes, and lack of respect (e.g., Chevarley, Thierry, Gill, Ryerson, &
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Nosek, 2006; Drainoni, Lee-Hood, Tobias, Bachman, & Andrew, 2006; O’Halloran, Hickson, &
Worrall, 2008; Scheer, Kroll, Neri, & Beatty, 2003; Smith, 2009).
Disability organizations commonly lead and support initiatives designed to promote
equity for people with disabilities. They include Association of University Centers on
Disabilities (AUCD), TASH, The Arc of the United States, American Association on Intellectual
and Developmental Disabilities, National Council on Disability, Councils on Developmental
Disabilities, and self-advocacy and disability rights groups. These initiatives often attempt to
overcome or minimize barriers to healthcare, education, and other wellness-promoting services
and supports and typically include training, services, research, information dissemination, and/or
advocacy efforts (e.g., AUCD, n.d.-c). Because ability/disability is a factor of culture, for some,
these initiatives are considered CLC interventions (e.g., Butler et al., 2016). Others, often
members of disability organizations, infer that CLC interventions aimed at supporting
populations with disabilities are those focused on supporting people with disabilities with
intersectional identities: people with disabilities who are also members of other CLD groups,
such as people with disabilities from underserved racial/ethnic backgrounds and/or LGBTQ+
groups (e.g., AUCD, 2013; TASH, 2010)3. Either way, disability organizations have experience
with interventions designed to reduce disparities and are uniquely suited to and have the
responsibility of considering and being responsive of intragroup differences in the disability
population. CLC training provided by disability organizations could result in a workforce trained
to address the multiple burdens experienced by people with disabilities from CLD backgrounds

3

To maintain consistency with the common view of disability organizations, this chapter explores CLC training, a
CLC intervention, with the intention of supporting people with disabilities who are also members of other CLD
groups.
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Disability organizations’ efforts to train the workforce. Some disability organizations
provide training to preservice and service professionals, as well as to self-advocates and
community members, to increase the access to and quality of services and supports provided to
people with disabilities (e.g., AUCD, n.d.-a, TASH, n.d.). Disability organizations commonly
accomplish disability training through conferences, webinars, and formal training programs (e.g.,
AUCD, n.d.-a, TASH, 2010; TASH, n.d.).
Leadership Education in Neurodevelopmental and Related Disabilities (LEND)
programs. Leadership Education in Neurodevelopmental and Related Disabilities (LEND) is a
premier training program in disability. LEND programs are interdisciplinary leadership training
programs associated with AUCD, presented by University Centers for Excellence in
Developmental Disabilities, and funded by the Maternal and Child Health Bureau (AUCD, n.d.a). Currently, there are 52 programs located in 44 states across the US (AUCD, n.d.-a) that
provide LEND training to graduate students, professionals, and community members.
Intentions of LEND training. According to the Maternal and Child Health Bureau,
LEND is intended “improve the health of children who have, or are at risk for,
neurodevelopmental or related disabilities by preparing trainees from a wide variety of
professional disciplines to assume leadership roles…” (Health Resources and Services
Administration, Division of Maternal and Child Health, 2016). To achieve this goal, LEND
programs promote the 12 Maternal and Child Health Bureau leadership competencies: (1)
Maternal and Child Health Knowledge Base/Context, (2) Self-Reflection, (3) Ethics and
Professionalism, (4) Critical Thinking, (5) Communication, (6) Negotiation and Conflict
Resolution, (7) Cultural Competency, (8) Individual/Family-Centered Services and Supports, (9)
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Developing Others Through Teaching and Mentoring, (10) Interdisciplinary Team Building, (11)
Working with Communities and Systems, and (12) Policy and Advocacy (AUCD, n.d.-b).
Though there is limited effectiveness evidence, LEND’s interdisciplinary nature is
intended to support the diverse needs of the disability community and improve coordination
between and across disciplines. In addition, though its effects are unstudied, LEND’s leadership
focus is intended to support trainees, across organizations, disciplines, and position levels, to
develop awareness and skillsets that enable them to understand and respond to the ways systems
and structures impact people with disabilities and to create a pipeline for leadership positions in
organizations that serve the disability community. Moreover, one of LEND’s primary objectives
is to promote “practices to enhance cultural competency…” (Association of University Centers
on Disabilities, n.d.-a).
LEND training activities, content, and structure. LEND programs described in the
academic literature reported using a variety of training activities, including: readings and
multimedia content, didactic training, written assignments, poster presentations, self-assessment,
case-based simulation and solution-focused learning, and participation in community
engagement activities, curricula or mentorship provided by parents (e.g., Gonzales, Gangluff, &
Eaton, 2004; Graybill et al., 2016; Keisling, Bishop, & Ross, 2017; Lotrecchiano, McDonald,
Lyons, Long, & Zajicek-Farber, 2013; Rosenberg, Margolis, Umble, & Chewning, 2015; Vargas
et al., 2012). LEND programs described in the academic literature reported covering a variety of
content, including: types of disabilities and healthcare conditions, direct intervention methods,
research, ethics, leadership, family-centered care, interdisciplinary communication skills,
community engagement, conflict resolution, CLC, minority health, and family-professional
collaboration (Gonzales et al., 2004; Graybill et al., 2016; Keisling et al., 2017; Lotrecchiano et
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al., 2013; Rosenberg et al., 2015; Vargas et al., 2012). There is also little known about whether
and how LEND programs address intersectionality. A case-based simulation activity required
participants to simulate a team meeting to support a parent of a child with a disability from an
underserved race/ethnicity (Graybill et al., 2016). In addition, there is limited information about
the structure of various LEND programs. Authors affiliated with one program described
curricula led by parents (Keisling et al., 2017) and authors affiliated with another program
described activities that were presented using an online platform (Lotrecchiano et al., 2013). At
the time of this study, there were few known descriptions of the infusion of CLC into LEND
training in the academic literature. Authors affiliated with one program described a case-based
simulation activity in which trainees participated in a meeting intended to support a child with a
disability from an underserved racial/ethnic group (Graybill et al., 2016).
LEND outcomes. LEND programs have reported enhancements in trainee attitudes,
knowledge, and skills from LEND training. Keisling et al. (2017) observed the effects of familycentered care training on LEND trainees and observed increases in trainees’ self-reported
knowledge and skills related to family-centered care. Rosenberg et al. (2015) evaluated an
interdisciplinary leadership training component provided in addition to University of North
Carolina’s core LEND curriculum. Trainees receiving the interdisciplinary leadership training
reported enhanced attitudes toward interdisciplinary practice and more frequent use of
interdisciplinary skills as compared to LEND trainees who did not receive the additional
component.
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LEND may provide an ideal setting for CLC training designed to reduce the disparities
experienced by people with disabilities from CLD backgrounds. LEND programs may have
unique capacities that enable them to provide CLC training designed to reduce the disparities
experienced by people with disabilities from CLD backgrounds. For example, LEND’s mission
to improve the health of people with disabilities may result in expertise in disability that is or can
serve as a foundation for additional expertise with populations within the disability community
who also experience discrimination due to other, simultaneously experienced and mutually
reinforcing cultural identities. In addition, because LEND is an interdisciplinary leadership
training program, programs may have expertise in training that can be extended to CLC training,
including its organizational aspects. One particular LEND program, Georgia LEND (GaLEND),
served as the context for this qualitative study.
Statement of the Problem
Despite it being a common and recommended practice, there is a death of academic
literature that examines CLC training activities, content, and structure. In addition, despite the
shared objectives of critical race theory and CLC, theorists posit that intersectionality may not be
adequately addressed within the current CLC framework. People with disabilities from CLD
backgrounds experience multiple burdens, which are revealed by their increased risk for
experiencing barriers to effective care and adverse life outcomes. Disability organizations are
uniquely suited to provide CLC training intended to reduce barriers and disparities experienced
by people with disabilities from CLD backgrounds. The exploration of the activities, content, and
structure of CLC training infused into GaLEND may provide meaningful direction to disability

86

and other organizations that provide CLC training. In addition, findings may provide direction to
future research in CLC training, especially in relation to infusion and intersectionality.
The Current Study
The current study used an exploratory, holistic, and retrospective single-case study
method to examine multiple types of data that were collected from multiple sources to
investigate the training activities, content, and structure of CLC-related training infused into
GaLEND. Its use of a qualitative method is novel for CLC training research and intended to
illuminate the practices of GaLEND, which has infused CLC training in ways that are unique
when compared CLC interventions and LEND programs described in the academic literature.
Current interviews with program course faculty and graduates were used for this study to identify
and evidence CLC training efforts. Those data were complemented by archival data from
program activities of the 2015-2016 training year.
Purpose. The purpose of this study was to answer the following questions:
1. What can be learned from exploring the CLC training that occurred during the
2015-2016 training year in GaLEND?
a. What is GaLEND’s conceptualization of CLC training?
b. What training activities, content, and structure were used in GaLEND
to facilitate CLC training in the 2015-2016 training year?
c. Did GaLEND’s CLC training incorporate intersectionality in the 20152016 training year? In what ways?
d. Did/do the GaLEND trainees recognize the CLC training they received
as per the descriptions provided by GaLEND course faculty? In what
ways?
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Method
The current study is an exploratory, holistic, and retrospective single-case study and
follows many of the principles of case study design as described by Yin (2008) and Stake (1995).
Case Study Design
Exploratory. The study is considered exploratory because it sought to understand what
can be learned from exploring the CLC training that occurred in GaLEND during the 2015-2016
training year. An exploratory approach was selected due to the dearth of literature related to the
infusion of CLC training (Yin, 2008). In addition, at the time of this study, there is no clear,
single set of outcomes from CLC training in GaLEND, thereby ruling out the possibility of an
explanatory case study method and further supporting the use an exploratory case study method
(Yin, 2008). Further, this case study did not seek to answer questions related to CLC outcomes
because GaLEND’s outcome data were not collected with the intention of measuring CLC and
because case study design is not an appropriate design for identifying such outcomes (Yin,
2008).
Holistic, single-case, and retrospective. This case study is considered holistic because it
examines the global nature of GaLEND as opposed to specific, embedded courses (Yin, 2008).
The interconnected, overlapping, and collaborative nature of GaLEND’s courses and trainers
necessitated this holistic approach. In addition, GaLEND’s emphasis on social justice is
considered unique, therefore justifying single- rather than multi-case design (Yin, 2008). This
case study is considered retrospective because I utilized archival data as well as interviews that
were collected after the infused CLC training took place (Street & Ward, 2010). A retrospective
case study approach supported interviewees’ consideration of the events of that training year
with the additional perspective that is gained from having completed the full experience.
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Other design considerations. GaLEND follows consistent general sequence and
content, but differs in specifics from year to year as it provides unique experiences based on the
availability of particular projects and guest speakers and evolves in response to its formative
evaluation efforts and consequently, each training cohort. Because this case study seeks to
explore GaLEND’s CLC training practices as opposed to the evolution of these practices, a
single training year was examined. Triangulation is the use of multiple methods to capture
multiple dimensions of the same phenomenon and promotes validity (Creswell & Miller, 2000;
Yin, 2008). Case study methodology and the current study’s method, in particular, promoted
validity via systematic exploration of multiple types of data via multiple sources and multiple
analysts (Creswell & Miller, 2000; Lincoln & Guba, 1985; Yin, 2008).
Setting
GaLEND served as the setting for this case study. While many LEND programs have a
distinct clinical focus, GaLEND places a particular emphasis on social justice. GaLEND’s 2016
grant proposal states that, “…GaLEND prepares a diverse group of professionals to serve
individuals with [autism spectrum disorders and related neurodevelopmental disabilities] and
their families, address the disparities in access and outcomes experienced by families from
diverse backgrounds, and help transform systems of care in Georgia.”
Though the program has a primary affiliation with a public health program at a
university, its trainees come from multiple university, professional organization, and community
backgrounds. Objective 1.1 of the GaLEND grant proposal state that the program seeks to
“Include at least 10 disciplines in each cohort, with at least 14 MCH disciplines and 4 additional
related disciplines over the course of the project.” GaLEND trainees also demonstrate diversity
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in race/ethnicity, disability background, and other cultural factors. The GaLEND grant proposal
states,
Most LEND disciplines to have lower than optimal proportions of trainees and
practitioners from historically underrepresented groups (e.g., racial/ethnic minorities and
persons with disabilities). Historically, GaLEND has successfully recruited and retained
trainees from diverse backgrounds with a range of 30 to 45% participation across all
cohorts. Our goal of 35% is a minimum level of participation for this application, but we
will seek the broadest representation. Our goal has always been that the people in the
room -- both presenters and trainees – should “look like Georgia” in terms or race,
ethnicity, sexual orientation, and disability status.
Course faculty also demonstrate diversity in professional discipline, race/ethnicity, and disability
background.
According to the GaLEND grant proposal, “The curriculum … is a planned sequence of
experiences designed to develop a specific set of competencies.” GaLEND utilizes a structure of
three courses to organize these experiences. The courses include Leadership Seminar, Systems of
Care, and Neurodevelopmental Disabilities. GaLEND meets in-person up to two times per week
in classrooms as well as off-campus, sometimes visiting sites for field experiences. In addition,
GaLEND trainees have individual and group tasks and projects that require time commitments
outside of the in-person meetings. Outside-of-class tasks and projects include readings, journal
entries, individual e-portfolios, small-group participatory action research projects, an individual
family mentoring experience, and an individual clinical goal in which trainees are paired with a
member of a disability organization for a series of experiences. In class, trainees commonly hear
from guest speakers who are diverse in discipline, race/ethnicity, and disability background. In-
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class experiences also commonly feature activities, a lengthier one being the case-based
simulation activity. Additional details about GaLEND’s activities are featured in Table 2.1.
GaLEND trainees complete at least 300 hours of training over two semesters.
Participants
Participants included three course faculty and 17 trainees of the 2015-2016 training year
cohort for GaLEND and contributed two different types of sources to this study (i.e., course
faculty and trainees). One course faculty member was excluded as a participant due to him being
a member of the research team. Trainees who attended at least 80% of activities and course
faculty who were primary course instructors and who were not regularly consulted during the
development of this study were included as participants.
The 17 GaLEND trainees who made up the 2015-2016 cohort are diverse in
race/ethnicity, relation to a child with a disability, and professional discipline. Trainees identified
with the following disciplines: family advocacy, self-advocacy, nutrition, medicine, psychology,
social work, speech language, school psychology, physical therapy, social work, and youth
advocacy. Select self-identified demographic descriptions, as reported by trainees and
supplemented with information provided by the training director, are presented in Table 2.2.
Three (75%) parents of children with disabilities also identified as Black or African
American. Sixteen (94%) trainees identified their country of origin as the United States. The
course faculty were diverse in race/ethnicity, disability status, and stage of career. Due to the
small number of GaLEND course faculty, further description of their demographics will not be
provided.
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Table 2.1
Select Activities of GaLEND
Activity
Description
Case-based
Completed in class in both the fall and spring semester of the training year.
simulation
The activity required trainees, in small groups, to review a case file of a
activity
racially/ethnically diverse child with a disability and to engage in a
problem-solving team meeting with a person role-playing as the parent of
the child represented in the case file. Please see Graybill et al.’ (2016)
article about case-based simulation for additional details about the activity.
Clinical goal
Each trainee participated in an individualized experience in which they met
with a staff member of the UCEDD that housed GaLEND at least four
times, at least one of which involved interaction with the disability
community. After the experience, trainees submitted a written reflection to
the staff member.
E-portfolios
E-portfolios are electronic portfolios wherein trainees described their
training experiences and uploaded work products. Trainees were prompted
to include narrative and work products related to particular GaLEND
training experiences, such as clinical goal experiences, the family
mentoring experience, individual leadership training plans, life map
presentations, and participatory actions research projects.
Family
Trainees were each paired with a mentor who is a person with a disability
mentoring
and/or a parent supporting a child with a disability. The dyads met outside
experience
of class multiple times throughout the year, oftentimes with other members
of the mentor’s family present.
Field
Trainees periodically visited area programs and organizations that
experiences
meaningfully include people with disabilities.
Guest speakers
Diverse speakers who visited class to describe academic, clinical, and/or
lived experiences. Guest speakers presented individually or as part of a
panel.
Journals
Periodically, GaLEND trainees electronically submitted journal entries
related to (1) self-advocate guest speakers, (2) life map presentations, (3)
the case-based simulation activity, (4) systems of care and family-centered
care, (5) a mid-point reflection about GaLEND training using the critical
incident technique, (6) cultural identity and biases, (7) the family
mentoring experience, (8) the participatory action research project, and (9)
a reflection of the full GaLEND training year using the critical incident
technique.
Life map
Trainees completed presentations describing discipline and life journey.
presentations
Orientation
At the start of the training year, trainees met with course faculty, family
mentors, and alumni of GaLEND to discuss the format and intentions of
the program.
Participatory
Trainees, in groups of four and with the support of a course faculty
action research
member, met with organizations and/or community members to support
project
them in a goal. After the project, each group delivered a presentation about
their process and, if applicable, work product(s).
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Table 2.2
Demographics of the 2015-2016 GaLEND Trainees
Female
14 (82%)
Male
03 (18%)
Non-Hispanic White
11 (65%)
Black or African American
05 (18%)
Asian or Pacific Islander
01 (6%)
Does not have a disability
16 (94%)
Has a disability
01 (6%)
Not a parent of a child with a disability
13 (76%)
Parent of a child with a disability
04 (24%)
Total
17
Research Team
My biases include a belief that the structure of CLC training is oft-neglected, that all
aspects of LEND can be considered CLC training, that an intersectional lens is critical to CLC
training, and that GaLEND is progressive and forward-thinking. Having a research team helped
me to consider and minimize the effect of my biases on the research. The research team used
peer debriefing (Lincoln & Guba, 1985) to continuously discuss and challenge my biases.
The characteristics and roles of research team members can be viewed in Table 2.3.
Though their roles varied, all research team members provided feedback about the study design
and supported the interpretation of findings. The research team members are diverse in
race/ethnicity and discipline, and several research team members have experience parenting a
child with a disability or special healthcare needs. Consistent with case study research, most
team members have had significant experience with GaLEND, thereby supporting our
interpretation of interview and archival data (Stake, 1995; Yin, 2008). In addition, Toni-Marie
Bryan, a research team member without affiliation or experience with LEND, was included as a
consultant to provide an outside perspective and to challenge the research team’s biases (Lincoln
& Guba, 1985; Stake, 1995; Yin, 2008). Recruiting a diverse research team was intended to
promote this study’s responsiveness toward diverse perspectives and populations (see LaFleur et
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Table 2.3
Characteristics and Roles of Research Team Members
Name

Role(s) on
research
team

Discipline

Level of
experience

Experience
with LEND

Race/
ethnicity

Country
of origin

Rachel
LaFleur

Student
principal
investigator,
interviewer,
and coder
Doctoral
advisor and
study
consultant

School
Psychology

Early
career

NonHispanic
White

US

School
Psychology

Advanced
career

NonHispanic
White

US

No

Laura
Wood

Coder and
study
consultant

School
Psychology

Early
career

Former
trainee and
evaluation
team member
of GaLEND
Former
course
faculty
member of
GaLEND
Former
trainee of the
GaLEND

Identifies as
a parent of
a child with
a disability
or special
healthcare
needs
No

NonHispanic
White

US

Ramatu
Muhammad

External
auditor and
study
consultant
External
auditor and
study
consultant

Medicine

Early
career

Former
trainee of
GaLEND

NonHispanic
Black

Nigeria

Parents a
child with
special
healthcare
needs
Parents a
child with a
disability

Public
Health and
Social
Work

Early
career

NonHispanic
White

US

No

Toni-Marie
Bryan

Study
consultant

Early
career

NonHispanic
Black

US

No

Breanna
Kelly

Study
consultant

Clinical
Mental
Health
Counseling
Social
Work and
Applied
Behavior
Analysis

Former
trainee of a
LEND
program;
current
evaluation
team member
of GaLEND
No previous
experience
with LEND
Former
trainee of
GaLEND

NonHispanic
Black

US

No

Stephen
Truscott

Rebecca
Wells

Early
career
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al., 2017). Moreover, a diverse research team supported multiple analyst triangulation (Patton,
1999).
With the intention of maximizing consistency throughout the interview process, I alone
conducted the interviews. Coding was performed by myself and Laura Wood. Rebecca Wells
and Ramatu Muhammad served as external auditors, comparing coding to the coding manual to
check for coder drift. Study consultants provided feedback to me about the study design and
facilitated my interpretation of results.
Data Resources
Interviews. Key informant interviews were conducted with three GaLEND course
faculty and three GaLEND trainees. As previously discussed, GaLEND course faculty represent
diverse race/ethnicity and disability backgrounds. Stratified random sampling was used to ensure
one interviewee was a self- or family advocate, at least one was from an underserved
racial/ethnic background, and each represented a distinct discipline. Conducting interviews with
key informants from diverse backgrounds promoted a study design inclusive of and responsive to
diverse perspectives and populations. To protect their identities, no further information can be
provided in relation to the interviewees’ characteristics. Interview protocols are described
in the following paragraphs and questions are included in Table 2.4, located at the end of this
section.
Course faculty interviews. The first set of interviews were conducted with the GaLEND
course faculty who were responsible for course content during the 2015-2016 training year, save
for one course faculty member who was an integral member of the research team and not
included to minimize bias. The course faculty interview protocol was designed to support
description of the course faculty’s conceptualizations of CLC training via training activities,
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content, and structure during the 2015-2016 training year. The course faculty interview protocol
design was based on my experiences with CLC literature and GaLEND. Consistent with Stake’s
(1995) recommendations, the interview protocol also reflects my experiences with and feedback
from a pilot interview with my doctoral advisor. Course faculty interviews were semi-structured
and featured open-ended questions to ensure coverage of certain topics while also providing the
flexibility needed for follow-up questions and to get each interviewees’ unique and full story
(Stake, 1995; Yin, 2008). In addition, interviews began broadly and the interviewer relied
primarily on follow-up questions to understand each course faculty member’s framework for
GaLEND and how it relates to CLC and intersectionality. This procedure helped the interviewer
to avoid asking leading questions (Stake, 1995). Moreover, because interview questions did not
arise from the interviewer’s or academic frameworks, the interviews facilitated understanding of
the course faculty’s frameworks. Course faculty interviews lasted approximately 60 minutes and
were audio recoreded. After all study data were analyzed, a second interview with course faculty
served as a member checking procedure (Creswell & Miller, 2000; Lincoln & Guba, 1985).
During member checking, the course faculty were presented with the findings from the data
analysis and asked about the ways they agreed and disagreed with the findings. Course faculty
member checking interviews lasted approximately 60 minutes.
Trainee interviews. Trainee interviews contributed triangulation across sources.
Interviews with trainees were designed and conducted after course faculty interviews. Via semistructured interviews with open-ended questions (Stake, 1995; Yin, 2008), trainees were asked
what was important about various GaLEND activities, and later, about which aspects of
GaLEND they considered to be CLC- and intersectionality-related and why. The GaLEND
activities that trainees were asked about were identified by course faculty as being CLC-related.
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These and follow-up questions were designed to elicit information about training content and
structure without being leading about CLC, intersectionality, or the course faculty frameworks
(Stake, 1995). Afterward, trainees were asked about which experiences related to CLC and
intersectionality. Trainee interviews lasted approximately 45 minutes and were audio recorded.
Trainees also participated in member-checking interviews. During these interviews, trainees
were presented with the findings from the data analysis and asked about the ways they agreed
and disagreed with the findings. Trainee member checking interviews lasted approximately 45
minutes.
Archival data. Archival data contributed triangulation across types of data. Archival data
were comprised of 3 syllabi, 50 course materials (e.g., PowerPoint presentations, readings, and
lesson materials), 36 documents designed to support the facilitation of a case-based simulation
activity, 123 trainee journal entries, and 15 trainee e-portfolios. When interview data were
unsupported by archival data, coders made note so that this information could be reviewed with
key informants. Some of the archival data are related to activities described in Table 2.1.
Syllabi. Syllabi for three courses were considered for analysis due their outlining training
objectives and activities. They were considered for analysis because of their high probability of
containing evidence of training activities and their sequence.
Course materials. Course materials, such as PowerPoint presentation and other
documents designed to facilitate training activities, were made available by GaLEND’s training
director. They were included in analysis because of their high probability of containing evidence
of training activities and content.
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Table 2.4
Interview Protocols
1.

2.

3.

1.

2.

3.

Course Faculty Interview
What is GaLEND about? (Spend about half of the interview here. Summarize/reflect
answers provided and ask for follow-up details, especially in areas that might relate to
CLC-related training activities, content, and structure.)
Were any of the experiences or elements you discussed relevant to CLC?
a. Which?
b. How did they relate?
c. How about any aspects of GaLEND that we haven’t discussed yet?
Were any of the experiences or elements you discussed relevant to intersectionality or
supporting people with disabilities who are also from other underserved backgrounds?
a. Which?
b. How did they relate?
c. How about any aspects of GaLEND that we haven’t discussed yet?
Trainee Interview
Tell me about the most important aspects of: (Spend about half of the interview here.
Summarize/reflect answers provided and ask for follow-up details, especially in areas
that might relate to CLC and intersectionality.)
a. GaLEND
b. Orientation (items 1b-1j were identified through course faculty interviews)
c. Life map presentations
d. Family mentoring experience
e. Journals
f. Case study activities (i.e., case-based simulation activities)
g. Field visits
h. Guest speakers
i. Guest speaker panels
j. Faculty presentations
k. PAR projects
Did any of these experiences relate to “cultural competence” or “cultural humility?”
a. Which?
b. How did they relate?
c. How about any aspects of GaLEND that I haven’t asked you about or you
haven’t spoken about yet?
Did any of these experiences relate to intersectionality or preparing trainees to better
serve people with disabilities who are also members of other underserved groups?
a. Which?
b. How did they relate?
c. How about any aspects of GaLEND that I haven’t asked you about or you
haven’t spoken about yet?
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Meeting agendas and minutes. Faculty and assistants facilitating GaLEND met
periodically over the course of the 2015-2016 training year. A graduate research assistant
maintained meeting minutes from 10 of these meetings and meeting agendas were available for
seven of them. Meeting agendas and minutes were considered for analysis due to the high
likelihood of them providing evidence of CLC training activities and due to the possibility of
minutes reflecting the team’s conversation about CLC-related training content and structure.
Case-based simulation activity materials. Artifacts of the case-based simulation activity,
such as the case file and trainee and facilitator instructions, were considered for analysis due to
the activity being created, in part, so that trainees can learn and demonstrate skills for serving
families from underserved racial/ethnic backgrounds that support a child with a disability.
Journals. Journal prompts and trainee journal entries were considered for analysis
because trainees were prompted to consider cultural identity and biases in one of the prompts and
because other prompts asked trainees to reflect on GaLEND training activities and content.
E-portfolios. Trainees’ e-portfolios were considered for analysis because they document
trainee participation in training activities and provided opportunity for trainees to discuss training
and submit products and artifacts from training activities.
Data Analysis
With the support of MAXQDA (VERBI Software Consult. Sozialforschung GmbH,
2016), a qualitative analytic software program, the two members of the coding team analyzed the
interviews and archival data using the constant comparative method. The constant comparative
method is a process that includes open, axial, and selective coding and was originally developed
as an analytic strategy for grounded theory (Strauss & Corbin 1998). Though this case study does
not attempt to develop a generalizable theory, the constant comparative method was chosen as
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the analytic method due to the precedence for this application, the lack of information and theory
about the infusion of CLC training, the lack of applicable CLC models for infused CLC training,
and the potential for the constant comparative method to reduce bias (Fernández, n.d.) – an
important consideration given my many previous experiences with GaLEND.
Development of a coding manual. Course faculty interview transcripts, as opposed to
existing models and theory, were used to develop the coding manual and this strategy supported
our inductive and exploratory process. In addition, trainee perceptions and existing models could
not be relied upon to understand how CLC was infused into a program in which nearly all
training activities could be categorized as CLC when viewed through the lens of existing models
of CLC. In this way, course faculty conceptualizations of CLC training in GaLEND were heavily
relied upon throughout analysis, with trainee interviews and archival data used to corroborate or
contradict course faculty conceptualizations.
We used open coding as a preliminary step in identifying categories and designing a
coding manual. We examined the interview transcripts to identify statements related to the
research questions and grouped statements similar in nature to form categories and
subcategories. During this initial stage, we met frequently to discuss the definitions of categories
and subcategories and to determine a meaningful unit of analysis. The categories (but not the
subcategories) of the final coding tree are provided in Table 2.5. We determined that the most
meaningful unit of analysis for interviews was interviewees’ full commentary following each of
the interviewer’s prompts and/or reflection statements. We also decided the that the most
meaningful unit of analysis for journals and e-portfolios was each entry and section, respectively.
The coders’ collaboration facilitated the preliminary development of a coding manual. Next, we
separately coded a full course faculty member interview and evaluated intercoder agreement by
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Table 2.5
Coding Tree Categories
Activities
• Orientation
• Life map presentations
• Guest speakers
• Course faculty presentation, discussion, and/or facilitation
• Field experiences
• Participatory action research project
• Case-based simulation activity
• Family mentoring experience
• Journals
Content
• Diversity and/or inclusion
• Diversity in disability and/or intersectionality
• Understanding other’s cultures
• Stories and/or lived experience as expertise
• Person/family’s/community’s prioritizations, needs, and/or selfdetermination
• Humility and/or cultural humility
• Self-awareness and/or reflection
• Inspiration, motivation, and/or emotional capacity for advocacy and/or
CLC
• Relationships, communication, and/or collaboration within and/or across
teams or systems
• Leadership and/or influencing others to do better
• Program and/or organization’s model that supports diversity and/or
inclusion
• Disparities
• Framework of CLC and/or other, related type of framework
Structure
• Sequence or timing of activities
• Repetition of activities
• Characteristics and/or diversity of people involved in the training
Facilitators
• Humility and/or acknowledgment of deficits or need for changes
• Course faculty collaboration
• Shared values
• Leadership
• Geographic region has diversity in its population
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dividing the number of agreed upon codes by the total number of codes (Schensul & LeCompte,
1999). The intercoder agreement was 90.43%, which was above our a priori criterion of 90%.
When intercoder agreement was met, we discussed discrepancies and revised the coding manual
as necessary. At this point, the first version of the coding manual was considered complete and
we worked independently to apply the coding manual to other documents.
Applying and adapting the coding manual. The coding manual was used to recode the
course faculty member interview and then to code the remaining course faculty interviews, the
trainee interviews, and archival data that featured trainee narrative (i.e., journals and reflections
contained in e-portfolios). When we encountered data that did not align with the coding manual,
we amended the coding manual and examined previous coding to determine whether it was
affected. If affected, materials were recoded using the amended coding manual. To prevent coder
drift, two research team members provided external auditing by periodically meeting with the
coding team to compare randomly selected coding to the coding manual (Creswell & Miller,
2000; Lincoln & Guba, 1985; Yin, 2008). External auditors checked a random 10% of units from
each document. Intercoder agreement was evaluated for each category of document (i.e., course
faculty interviews, trainee interviews, journals, and narrative sections of e-portfolios) by dividing
the total number of agreed upon codes by the total number of codes for each category (Schensul
& LeCompte, 1999). If intercoder agreement between the coder(s) and external auditor was less
than 90% for a given category of coded data, it was considered evidence of coder drift. Coder
drift was not evidenced during external auditing. Feedback from external auditors resulted in
adjustments to the coding they reviewed about 8% of the time. In addition, their feedback
resulted in clarification of the coding manual.
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Axial and selective coding. After all interview and narrative archival data were coded,
axial and selective coding was used to further identify relationships in the data. During axial
coding, coders drew from their experiences with GaLEND and their knowledge of CLC to
consider how the categories identified in open coding related to one another and this led to the
establishment of themes (Creswell, 1998; Strauss & Corbin, 1998). During selective coding, I
drew from my knowledge of GaLEND and knowledge of CLC to determine relationships
between the themes. This led to a preliminary model of CLC infused into GaLEND that was
presented to and discussed with the entire research team to receive and integrate their feedback.
This process of selective coding facilitated the creation of a broader narrative for the data
(Creswell, 1998).
Non-narrative archival data. Non-narrative archival data included all archival data that
did not feature narrative (e.g., syllabi, PowerPoint presentations, faculty meeting agendas). The
coding manual, which was created using narrative data, did not support meaningful analysis of
these data. As an alternative, the coders returned to these data after axial and selective coding
and determined the ways in which the non-narrative archival data were contradictory or
corroboratory to the preliminary model. The coders maintained detailed notes during this
procedure. These data were largely corroboratory, used to verify the model and add details.
Member checking. As described in the Interviews section above, after reviewing nonnarrative archival data, the interviewer presented the preliminary model to interviewees for
member checking (Creswell & Miller, 2000; Lincoln & Guba, 1985).
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Determining findings. After the member checking procedure, the research team
discussed interviewee responses and determined whether and how the model should be adjusted.
The research team’s feedback was recorded using detailed notes and taken into consideration
when adapting and finalizing the model of CLC training in GaLEND.
Results and Discussion
CLC training has been widely and long-recommended to facilitate people’s and
organizations’ capacities for reducing the disparities experienced by people from CLD
backgrounds (e.g., Suh, 2004; U.S. Department of Health and Human Services, 2000). People
with disabilities from CLD backgrounds are at greater risk for experiencing disparities as
compared to people from CLD backgrounds who do not have disabilities and people with
disabilities who are not from CLD backgrounds (e.g., Jones & Sinclair, 2008). Disability
organizations, such AUCD, may be especially equipped to deliver CLC training designed to
reduce the barriers and disparities experienced by people with disabilities from CLD
backgrounds. This case study sought to consider what can be learned from exploring the CLC
training in GaLEND, one of 52 interdisciplinary leadership training program affiliated with
AUCD.
Course faculty and trainee interviews, archival data, research team discussions, member
checking, my knowledge of CLC, and my experiences with GaLEND facilitated the creation of a
model of CLC infused into GaLEND. This model is represented in Figure 2.1 and will be
presented using thick description, a detailed account of qualitative data that facilitates readers’
evaluation of the extent to which the conclusions are transferable to other situations (Geertz,
1973; Lincoln & Guba, 1985; Ryle, 1949). To enable thick description, the results and discussion
sections are combined. Moreover, though quantitative data are available, (e.g., frequency counts
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related to the codes), they are not included in this manuscript as it is my position that they can
distract readers from participants’ statements and can be improperly utilized to construe the
importance of various codes and ideas.
Figure 2.1
Model of CLC Infused into GaLEND

Research Question 1a: CLC Training is Embedded in GaLEND
Despite it being widespread (e.g., State Council of Higher Education for Virginia, 2008)
and considered a best practice (Miranda, 2002), in the academic literature, CLC training is often
represented as distinct and stand-alone training activities and content. There are
recommendations for infused CLC training (e.g., Miranda, 2002) but few descriptions of this
practice. Moreover, academic literature about infused CLC often lacks description of methods or
considerations for infusion (e.g., Davis & Smith, 2009; Grothaus et al., 2012). As a result, this
case study sought to explore and describe this infusion in GaLEND.
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I have the bias that the entirety of GaLEND could be considered CLC training because of
its goal to increase sensitivity toward and ultimately contribute to the reduction of disparities for
people with disabilities. Because of this bias, I initially sought to overcome it by narrowing my
focus. In spite of this strategy, one of the themes that emerged from the interviews and archival
data was the notion that CLC is not only infused into GaLEND through the addition of particular
CLC-related activities and content, but rather, it is embedded into and a foundational element of
GaLEND and cannot be isolated from away the overall fabric of the program. Faculty
Interviewee A joked, “It would be easier for me to tell you where [CLC training] isn’t in
LEND.” Faculty Interviewee B explained, “It's really a value that [GaLEND] has, so it's hard to
tease out where it is and where it isn't because it is everywhere.” Faculty Interviewee C
explained how the disability focus of GaLEND resulted in all elements of it being related to
CLC. Describing CLC embedded in GaLEND, Faculty Interviewee C related, “A goal of
[GaLEND] is to make communities better for people who are underserved – people with
disabilities who are marginalized and have perhaps some of the greatest disparities of most
groups. Given that that's the vision, everything working up to that is a piece of [what] people
need to learn to ultimately do that.”
Several trainees noted that the structure of GaLEND, namely the diversity of the people
they were exposed to in GaLEND and the ways that the stories of people with lived experience
were emphasized, evidenced CLC training embedded in the program. When I asked Trainee
Interviewee B about if and where CLC was represented in GaLEND, Trainee Interviewee B said,
Including people of the cultures they were discussing as trainees and as an equal partner
in the conversation. … To bring that humility to the professionals, to understand that
when you are having a conversation with people about their culture, about anything you
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are studying, don’t put yourself above them in the conversation because that’s where the
distance comes from. That’s where the lack of humility creates issues with cultural
competence. It’s not that you have to know everything, it’s that you need to understand
that you don’t know everything. And when you have that understanding you can go and
talk to any culture. Because they respect your humility.
Trainee Interviewee C, responding to a similar question, stated,
I feel like cultural humility kind of ran through just about everything. We had an
individual lecture I think with [one of the course instructors] on cultural humility but then
also the act of being exposed to different cultures, different families, different walks of
life, whether it be something related to nation or race or disability. I feel like just that
constant, continuous exposure relates to developing cultural humility.
Though CLC researchers and practitioners commonly describe CLC’s integration with other
training content as “infused,” because of the finding that CLC training was not simply
incorporated throughout the GaLEND curriculum, but rather, at its foundation and woven into its
fabric, it will be referred to as “embedded” when describing CLC training in GaLEND.
Moreover, the finding that CLC training was embedded and not infused highlights the need for
additional research exploring infused CLC training. The following sections will describe, in
greater detail, the ways in which CLC training was embedded in GaLEND.
Relationships Appeared to be Significant in Relation to CLC Training in GaLEND
This study is largely exploratory and also sought to answer a few, more focused research
questions. Social interactions and relationships were not original areas of focus, but were
included in the model because they emerged as central mechanisms and facilitators for
GaLEND’s CLC training.
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Relationships between and course faculty and trainees supported and were
supported by a learning community. As represented by the two-headed arrow in Figure 2.1,
the relationships between the course faculty and trainees were influential to both groups and
supported a learning community (Bielaczyc & Collins, 1999). As will be described in the
sections below, faculty and trainee participation in the learning community sustained course
faculty’s responsiveness to trainees’ backgrounds, cultures, and aspirations. This responsiveness
was one way that faculty demonstrated and supported the learning community’s culture of
humility, inclusion, and social justice. Through a process of scaffolding (Win, 1994), the culture
was modeled and exhibited in the learning community, and this social interaction served as a
mechanism for trainees’ acculturation and learning. GaLEND’s “culture of humility, inclusion,
and social justice” was named based on the attitudes that emerged from the constant comparative
method.
Course faculty promoted trainee voices in the learning community. Interviews provided
evidence of instances in which course faculty facilitated trainees’ roles as key participants in the
learning community. Trainees were recruited for their potential to contribute and activities at the
beginning of the training year set the precedent for trainees’ role as key contributors. Trainee
Interviewee C explained the intentionality behind the selection of the cohort. Faculty Interviewee
C stated:
I feel that the group and the makeup of the cohort is one of the most critical components.
Given that it's a cohort model and that the time together, we've got from our evaluation
data and just anecdotally, we've seen cohorts where there were a few folks who were just
not in the same groove as everybody else, what that does to the cohort's learning
experience. I think that having people who at least see themselves on some sort of
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advocacy trajectory, whether that's advocacy through research or policy or community or
wherever is important.
Trainee journal entries about the life map presentations corroborated Faculty Interviewee C’s
description of the cohort. Four trainees commented on the various ways that fellow trainees
demonstrated advocacy, particularly with the disability community.
Trainee Interviewee C also described the beginning processes of developing a learning
community and establishing trainees as key contributors. Describing orientation, Trainee
Interviewee C reported,
I liked that we kind of established our own rules and expectations on that very first day. I
think it was [one of the course instructors] who took out a giant sheet of paper and we
wrote down everything that we were expected to do in each class and we contributed and
kind of had our own voice in that. I don’t know, it was just kind of community fostering.
Early in the training year, course faculty facilitated trainees’ sharing their diverse stories, lived
experience, and expertise, thereby establishing a precedence for their contributions to be at the
center of training. Faculty Interviewee A described activities, including orientation and life map
presentations, that enabled this process. Faculty Interviewee A described,
It starts in the beginning. I think in the context of the orientation and in [a course faculty
member’s course], which meets for the whole year in [GaLEND], one of the first things
we do is have them tell their own stories to each other, have them present their
understanding of themselves and the pieces of themselves and their experiences that sort
of brought them to [GaLEND]. And also have a focus for their formation and training to
emerge from the year as a professional with commitments to people and their stories and
families and their stories. And commitments to respect diversity and that sort of thing.
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And so, it's not an accident that we do that and historically [a course faculty member] has
spent the first three sessions of [his/her] course creating the space and the opportunity for
folks to do that sharing of themselves and their stories. And it's important for the
formation of their cohort that they understand each other's backgrounds. But it's also
important for them to locate themselves and their stories in the beginning.
Faculty Interviewee A’s perspective was corroborated by Trainee Interviewee A who shared,
The life map presentations I thought was genius. You have a room of 20 something
people and we’re meeting a couple of days a week and I feel like because of the life map
presentations, eventually you learned a lot about who else was in the classroom and it
helped to gel the group.
This evidence suggests that GaLEND is designed to put the trainee group at the center of the
training experience.
The learning community promoted course faculty’s responsiveness. Because the
trainees are at the center of the learning community, the program must be thoughtful about
trainee selection and adapt to trainees. In addition to selecting trainees with an advocacy
trajectory, interviews with course faculty revealed that trainees were selected with diversity in
mind. As demonstrated in Table 2.2, the trainees of GaLEND were diverse across several
dimensions. During member checking Faculty Interviewee B explained, “The conversations
change every year because there is a different makeup of people. The course faculty need to be
fluid and flexible.” Because GaLEND places a diverse group of trainees at the center of the
experience, trainee participation and inclusion is especially critical to the success of the program.
Course faculty’s efforts to promote trainee participation and inclusion not only facilitates
trainees’ role as key contributors, but also models GaLEND’s culture of humility, inclusion, and
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social justice. For example, accommodation logs detailed efforts put forth to make the program
accessible to trainees from non-traditional backgrounds, and especially, trainees with disabilities.
Course faculty’s efforts to meaningfully include trainees also served to model this value to them,
thereby further supporting acculturation. Faculty Interviewee C explained,
We were making all of these individual accommodations each year but weren't make any
global accommodations to the curriculum and therefore it felt like we were less inclusive
in some ways. Like you go over here and we'll do these things different for you. I think
that goes with any marginalized identity that people hold that you have to be really
careful not to make things worse by singling someone out and saying I know how to
make this better for you. … We're still learning year to year. That has shown me that
people with disabilities can and should be included and I don't think I learned that in my
K-12 education or even graduate school. So, what I'm saying is that the representation of
marginalized groups in a very, very intentional, explicit way in [GaLEND] to get to
social justice, to reduce disparities.
Corroborating this evidence, faculty meeting agendas and minutes detailed an evolution toward
Universal Design for Learning, a model that is proactive and facilitates accessibility of curricula
for all learners, not just certain learners identified as having disabilities, being from diverse
cultural backgrounds, and/or having unique learning needs (e.g., Chita-Tegmark, Gravel, Serpa,
Domings, & Rose, 2012; Meyer & Rose, 2000). In addition, archival data included a Universal
Design for Learning presentation, though it was not represented on any of the course syllabi.
When asked about this discordant information, a course faculty member reported delivering the
presentation to trainees after learning about the approach during the training year. This evidence
demonstrated how a culture of humility, inclusion, and social justice drove the course faculty to
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evolve their practice and to share their learning with trainees. Faculty meeting agendas and
minutes also evidenced multi-faceted, perpetual, and resource-intensive formative evaluation
efforts designed to increase the inclusivity and meaningfulness of GaLEND across trainees.
During member checking, Trainee Interviewee B and Faculty Interviewee A added that
course faculty were responsive to diverse trainee aspirations. Trainee Interviewee B and Faculty
Interviewee A explained that this responsiveness was achieved by supporting the development of
individualized leadership plans, facilitating personalized training experiences outside of the
classroom, and making introductions for professional networking. Also during member
checking, Faculty Interviewee C recognized that a particular course faculty member was
especially skillful in attending to relationships with trainees. Faculty Interviewee C attributed
this course faculty’s strength as key in getting to know and respond to the needs of trainees.
Faculty Interviewee C also noted that this course faculty member’s curiosity and relationship
building with trainees mimics some of the CLC processes that the course faculty hope to inspire
in trainees. Course faculty modeling will be further described in the next section.
The learning community promoted trainees’ acculturation. As facilitators, course
faculty exposed trainees to training activities, content, and structure reflective of GaLEND’s
values. The training activities, content, and structure will be further detailed later in this Results
and Discussion section. In addition, though trainees were the key contributors of the learning
community, the course faculty’s relationships with trainees also appeared to be important to
trainees’ learning as course faculty participated in the learning community, modeling ways of
demonstrating the culture and values of GaLEND. In an interview, Trainee Interviewee B
described course faculty as guides and models of the culture. Trainee Interviewee B noted,
“They’re sly! They are teaching you and you don’t know they are teaching you. They weren’t
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always very direct with what they were doing. You learn through the experience, through them.”
The modeling that occurred in program was also corroborated by course faculty in interviews,
who noted that many aspects of the CLC training were implicit due to them being embedded in
the training environment rather than explicated by course faculty. Notably, trainees, including
Trainee Interviewee B, seldom spoke of course faculty until prompted. When prompted, Trainee
Interviewee A and Trainee Interviewee B were especially emotive. For example, in reference to
course faculty, Trainee Interviewee B exclaimed, “I love my [GaLEND] people!” Though
additional research is necessary, this evidence suggests that the course faculty’s facilitation and
involvement in the learning community were especially critical, despite course faculty not being
at the center of the training and/or relying on their time at the front of the room to affect trainees’
learning.
Consideration of other pedagogies represented in adult learning is warranted. Save for
a few examples, such as service-learning (e.g., Amerson, 2010; Denton et al., 2016; Kohlbry, P.,
& Daugherty), pedagogy from adult learning is seldom represented in academic CLC training
literature. The emergence of social interactions and relationships as critical to GaLEND’s model
of CLC training suggests that it may be beneficial to further consider pedagogy from adult
learning in CLC training, especially pedagogy that emphasizes social interactions.
Relationships amongst course faculty facilitated the responsiveness and evolution of
GaLEND. Though my interviews did not include questions about the relationships amongst
course faculty and between course faculty and the program director, themes nevertheless
emerged. Interviews and member checking with Faculty Interviewee C, as well as faculty
meeting minutes and agendas, provided evidence of consistent faculty meetings that utilized
lively discussion to consider the ways in which GaLEND has and could better demonstrate its
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culture of humility, inclusion, and social justice. The course faculty’s consideration was based
largely based on reflection via formal evaluation data and informal data gathered via observation
and through relationships with trainees. Moreover, course faculty’s humility led to their
continual learning about frameworks that might better reflect GaLEND’s shared values (e.g.,
Universal Design for Learning), improving upon the program’s culture of humility, inclusion,
and social justice. As described previously, faculty often modeled the same processes they hoped
to inspire in their trainees. Faculty Interviewee C related,
We're really open to making changes each year. There's always a little bit of push-back
and digging heels in the ground but, overall, probably compared to a lot of teams that
work together, the group is willing to consider changes from year to year. And, I think
that's how we do it. … It was a really interesting learning process for me. I felt like what
we were doing around those tables was trying to engage in interdisciplinary problem
solving and even though several of us were [of the same discipline], I felt like we had
very different worldviews and perspectives on things and clashed sometimes but we had
to get to the point where we make decisions about what's best for this group of people
and I thought that sometimes we did an okay job with that. Other times it was bumpy …
but I think we have a space to share. We have retreats. The initial purpose of the
evaluation team was to show the funding agency that these LEND programs are worth it.
But I think what it served for us is a space to really process the program intentionally
throughout the year.
Moreover, Faculty Interviewee C described how formative evaluation, which was discussed in
faculty meetings, provided time, space, and stimuli for discussion about how GaLEND was
fulfilling its mission via responsiveness to trainees and its culture of humility, inclusion, and
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social justice. Additional details about the relationships between course faculty and the role of
formative evaluation are included in the following section.
Relationships between course faculty and the program director facilitated direction
for and evolution of GaLEND. During interviews and member checking with course faculty, it
also became clear that their program director shared the initial vision for GaLEND and allowed
the course faculty to interpret that vision and make changes during and after each year. Faculty
Interviewee C noted, “[the program director] is visionary and I think that trickles down.” Faculty
Interviewee C also shared,
I think the other thing that I probably take for granted that is very intentional in our
program. And I'd be curious to know if trainees know about this. But we're very
intentional about who we have in front of the room. But it's something that [the program
director] wanted from the very beginning so it's almost that we don't think about it
anymore. … I also think that it's, not only is it natural because, again, we've been doing it
for [several] years and this was part of [the program director’s] original "this must
happen."
This viewpoint was corroborated by Faculty Interviewee A who stated,
I think working with [the program director] over the last [several] years is something
that's on my mind all of the time. So these people are going to be in front of the room and
what are they going to say and what's it going to look like? And who's missing? Whose
story is missing? And is there a way to capture that and get that experience?
During member checking, Faculty Interviewee B shared,
[The program director] gives the faculty the ability to process. Nothing about [GaLEND]
is a top-down directive. And he’s a part of that process of exploration and trial and error
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and stepping back and thinking about what we learn and do differently. As a leader, [the
program director] models a lot of the things we try to impart upon the trainees. We, as
faculty, do get a chance to go through a lot of the processes that we try to bring to the
trainees.
Given that the program director’s initial vision was one in which diversity in ability/disability
and other aspects of disability were represented throughout training, it is not surprising that this
element was reflected in the way that diversity and inclusion were embedded in GaLEND and its
culture.
Research Question 1b: Trainees’ Acculturation Via Activities, Content, and Structure
Designed to Affect Attitudes, Knowledge, and Skills
Though CLC training activities and content are described in the literature (e.g.,
Association of American Medical Colleges, 2005; Lie at al., 2010), there is a dearth of literature
regarding its structure. As a result, this case study sought to explore CLC training activities,
content, and structure in GaLEND. Because CLC training is diverse and because activities,
content, and structure are not well described in the academic literature, it is not feasible to use
this case study as a vehicle for drawing comparisons between GaLEND’s and “typical” CLC
training in relation to activities, content, and structure. As described above, GaLEND’s learning
community is designed to acculturate trainees to a culture of humility, inclusion, and social
justice. This section will describe how this acculturation took place: through training activities,
content, and structure designed to affect trainees’ attitudes, knowledge, and skills.
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Knowledge and skills were built upon a foundation of attitudes. When asked what
GaLEND is about, Faculty Interviewee A stated,
[GaLEND is] about a lot of things. But it really is about offering training to a diverse set
of disciplines, to a diverse set of life experiences, tools so that they leave after the year
with some specific ways of thinking about the world that they are going to be working in
and some specific tools to shape the constellation of relationships in the system that they
are in.
Faculty Interviewee A described dispositions as “some specific ways of thinking about the
world” and knowledge and skills as “specific tools.” In Figure 2.1, attitudes, knowledge, and
skills are represented as concentric circles due to evidence suggesting that trainee attitudes
served as a foundation for the development of knowledge and skills. Faculty Interviewee C
described the importance of supporting trainees in developing inspiration for CLC and then
supporting CLC skills with knowledge. Faculty Interviewee C explained,
I think that when you are thinking about cultural competence training, there's content and
knowledge that's absolutely critical. However, I think you have to inspire people and you
have to address the mindset. Now once you've got inspiration and mindset, you have to
keep with the knowledge and the content, because I think that's where you get a lot of
implicit bias that comes out because people are inspired to advocate so they are doing a
lot of stuff but they are not realizing what they are doing may be offensive. But I do think
that without inspiration, I recognize that cultural competence training can be really
ineffective.
Corroborating the course faculty member’s conceptualization of the relationship between
attitudes, knowledge, and skills, Trainee Interviewee B described dispositions that led to his/her
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development of knowledge and skills. For example, Trainee Interviewee B frequently described
self-awareness and a value of relationships that served as a foundation for developing knowledge
and skills.
I kept offending [a fellow trainee] and I needed to figure out why we keep bumping
heads. … When my sensitivities are pricked I get very aggressive. So that’s what I
discovered about myself. When I’m passionate I lack compassion. … My whole
leadership development model is based on what [a course faculty member] taught me.
I’m good at understanding the organizational structure. What I wasn’t good at was the
relationship and understanding the importance of the relationship. … (Trainee
Interviewee C then opened a binder with materials from GaLEND and reads:) “Socioecological model of leadership.” So just knowing where you are on this [is helpful]. …
don’t think that I would have been able to make that transition from interpersonal – one
on one relationships with parents – to working at an organizational level and
communicating the way I do without the reflection. I needed to understand what the
barrier was to me being able to make the changes I wanted to make.
Because of these data, it emerged that trainee attitudes served as the foundation of the GaLEND
training and were therefore depicted at the base of Figure 2.1, with knowledge and skills layered
on top. Member checking further provided evidence for this formation.
Trainee attitudes. Interview and archival data demonstrated that trainee attitudes were
facilitated by training content, activities, and structure.
Attitudes-related content. For this case study, content is conceptualized as what training
is designed to teach – what it is “about.” Content at the attitudinal level emerged from interviews
and archival data that featured narrative. Figure 2.2 illustrates the attitudes that emerged from the
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constant comparative qualitative analysis. The attitudes are hypothesized to be interrelated and
this interrelation is represented by each attitude overlapping with an orientation toward humility,
inclusion, and social justice.
Activities thought to enhance trainee attitudes. While all activities, to some degree, were
likely associated with the enhancement of the intended and perceived attitudes represented in
Figure 2.2, activities that were associated with the sharing of diverse stories, lived experience,
and perspectives emerged as the most central. These included the family mentoring experience;
guest speaker presentations and panels, especially those in which the lived experience of having
a disability or being a family member of a person with a disability was shared; and life map
presentations. While numerous quotes from course faculty and trainee interviews could be used
to demonstrate the evidence of these activities, for the sake of brevity, only a few are provided
below.
According to Faculty Interviewee C,
Any time you're having a panel where people's voices are being heard, and they stand up
in front of the room and say “this is my experience, this is what's not right, this is what is
right,” I feel like that's a critical component of social justice. The mere fact that those
voices are being represented as experts and leaders. That's not the end goal, but so I think
that's important, how much we value the family perspective. And I feel like, it's almost to
the point where it's like at the end of the first semester you're like, "I get it.” … It's
probably one of the few very explicit messages that comes through. That and the voices
of the self-advocate, but I think we do the family one the best. And those two pieces are
huge.
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Faculty Interviewee C’s comments demonstrate how recognizing lived experience as expertise
supports trainees’ consideration of disability from the perspective of lived experience. Moreover,
it models the importance of eliciting and honoring stories of lived experience. Faculty
Interviewee B also noted the significance
Figure 2.2
Attitudes Intended/Perceived to be Enhanced by GaLEND
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of facilitating the sharing of diverse lived experience to develop attitudes and dispositions.
Faculty Interviewee B stated,
[The GaLEND] program emphasizes the importance of understanding the perspectives of
individuals with disabilities and their families as well as including them. … I think the
cohort design definitely accentuates the importance of collaboration among the trainees
that are in the program. A shared understanding of respect for the individual contributions
of everybody in the group but also how to work together, how to appreciate other
perspectives, diverse perspectives. … It's important to emphasize that people come from
different experiences and walks of life and bring that to the table. In order to work
collaboratively, there has to be some sort of recognition of those differences and
understanding. And hopefully appreciation of differences that individuals bring to the
group and how you identify that there are those individual contributions that are
embedded within those differences that also are important to the group – I think that's the
end-goal. … The work that happens with those collaborations within the cohort dynamic
allows trainees to start to not only understand and appreciate individual differences from
sort of a clinical or discipline perspective but also from a human perspective.
Faculty Interviewee B described dispositions that might arise from the sharing of diverse
perspectives and through collaborations within the learning community. Faculty Interviewee B
also depicted the “shared understanding,” or culture, that develops from this process.
In the above quote, Faculty Interviewee B described collaborations within the learning
community as helping trainees to “understand and appreciate individual differences from sort of
a clinical or discipline perspective [and] also from a human perspective.” During member
checking, Faculty Interviewee A corroborated this point, explaining that activities are designed
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to help trainees to “hold a tension between the academic and human side of disability.” In a
quote featured earlier in this manuscript, Trainee Interviewee B described how GaLEND’s
demonstration of the value of lived experience contributed to the way that CLC was embedded in
the program. In addition, Trainee Interviewee B described navigating the tension between
academic/clinical and lived experience expertise when sharing the following:
There was a gentleman [academic expert], and I can’t remember his name, but he
offended me. Not personally, he wasn’t attacking me. But he offended my sensitivity. He
was talking about … the groups that I belong to. And the way he said it was very clinical.
… [So then a different guest speaker who incorporated his lived experience] spoke, it
brought me to tears. And [he was] saying the same thing. So I said to myself, “Why did
[the guest speaker with the lived experience] not offend me?” And, “Why did this other
man who now I don’t even remember his name, why did he offend me?” And I had to
really do some self-reflection. … [He didn’t share the lived experience of the group he
was talking about], he was talking very clinical, .... And when [the guest speaker with the
lived experience] spoke, even though [he didn’t have all of the characteristics of the
group he was talking about], he talked about his family members who [had these
characteristics and how it influenced his advocacy]. His personal story connected with
my personal story and made what he was saying more powerful.
Trainee Interviewee B described how a guest speaker’s demographics and stories of lived
experience made information about a population that experiences significant disparities more
acceptable to him/her. Though additional research is necessary, this experience and Trainee
Interviewee B’s reflective process about the tension between expertise through academic versus
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lived experience may have deepened his/her value of lived experience as expertise and the value
of eliciting and honoring stories of lived experience.
Aspects of the training structure thought to enhance trainee attitudes. There were
several aspects of training structure that facilitated the activities and content associated with
developing trainee attitudes. Given that the development of attitudes was connected with the
sharing of diverse stories, lived experience, and perspectives, an important training structure was
the diversity represented in GaLEND. Constant comparative qualitative analysis suggested that
in the 2015-2016 training year, trainees, faculty, guest speakers, and family mentors of GaLEND
were diverse in the following cultural domains: ability/disability, relation to a person with a
disability, race/ethnicity, nationality, socioeconomic status, professional discipline, level of
experience, leadership style, sexual orientation, and gender identity. In a quote presented above,
Faculty Interviewee C described that the family perspective was especially well presented in
GaLEND. This was corroborated by a great number of instances of course faculty and trainees
mentioning family members of people with disabilities.
In addition, as shared in a quote above, Faculty Interviewee C described the importance
of trainees having a common “advocacy trajectory.” Trainee interviews, member checking, and
review of journal entries corroborated this position. Moreover, during member checking, Trainee
Interviewee B explained the way that course faculty highlighted shared values and goals to
support the diversity in the training environment. Trainee Interviewee B stated,
They respect and honor different interests and strengths. They support collective work by
helping you to see where the commonality is. It helps with coalition building – people
care about different things in disability and go about their care in different ways and
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that’s okay. They don’t discount what you care about or how you do things because it is
supportive of disability.
The sequencing of activities was also supportive of the enhancement of trainee attitudes.
Syllabi and several quotes featured earlier in this manuscript evidenced that orientation, life map
presentations, and presentations by guest speakers with disabilities and family members of
people with disabilities occurred at the beginning of the program. According to interviewees,
these experiences helped to “gel the group” and set the tone for trainees as key participants and
lived experience, especially lived experience related to disability, as expertise. Placing these
activities at the beginning of the training experience communicated their importance and allowed
for course faculty to refer back to them throughout the training year. Faculty Interviewee A
shared,
Some of the stuff we do in terms of the [GaLEND] training is really about is in the very
beginning of the [the course I lead]. You know, the one thing that sort of stayed at the
front of that course has been listening to the panel of people with disabilities. And the
reason we do that is to contextualize what we do for the whole year. To bring in the
stories and experiences of people with disabilities to the center of the conversation and
hopefully teaching the trainees something about the value of those stories and
experiences in the context of thinking about the work that the trainees will do in
[GaLEND] for the rest of the year. But hopefully if we've done a good job at the end of
the year, the trainees leave with a set of experiences that lead to specific behaviors in
their professional behavior - listening to people, to valuing their stories, valuing their
culture, valuing their personhood, and their right to be self-determined. That kind of
thing. And so in the context of that, I think everything we do in the course that I have the
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most to do with and the [course I lead for GaLEND], everything follows from that
experience. And that is a reference point for everything they do for the rest of the year.
"Remember when..., remember when...? Remember when the disability advocates were
presenting? Remember what this person said... How does that connect to what you
learned about cultural competence? Or what you just learned about family centered
cared? Or what you just learned about...?" So those initial conversations sort of become
touchstones for everything we do.
Trainee knowledge. As depicted in Figure 2.1, trainee knowledge is layered on top of
trainee attitudes. As described previously, this model proposes that knowledge and skills are
used to support trainees’ demonstration of attitudes, which are thought to be largely prerequisite.
Trainee interviews and journal reflections demonstrated diversity in what trainees gravitated
toward and recalled. Moreover, in interviews and in journal entries trainees frequently mentioned
frameworks they learned when discussing their demonstration of skills but seldom described the
activities in which they first learned of these frameworks. Though additional research is
necessary, this evidence suggests that the development of knowledge in GaLEND was like filling
trainees’ toolboxes with tools. At any given time, trainees might recall and utilize some
frameworks more than others and can search through their toolbox for inspiration.
Knowledge-associated content. Though content related to knowledge was represented in
interviews, many of the content areas were added after reviewing course materials. Table 2.6
depicts this content, which is organized by the categories that emerged through qualitative
analysis.
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Activities thought to enhance trainee knowledge. Knowledge was most commonly
imparted by course faculty presentations, academic and clinical expert presentations, field
experiences, and life map presentations. Though the review of course materials revealed that
faculty commonly imparted knowledge via presentations, interviewees most notably described
the role of faculty as guides and role models. This idea was well-described by Trainee
Interviewee B in the quote included above that begins, “They’re sly! They are teaching you and
you don’t know they are teaching you. They weren’t always very direct with what they were
doing. You learn through the experience, through them.”
Interviews and review of archival data also evidenced that academic and clinical expert
presentations often imparted knowledge. However, regarding their influence on trainees, course
faculty most often emphasized academic/clinical expert presentations for other reasons, such as
by providing examples of people from diverse backgrounds who are thriving professionally. For
example, Faculty Interviewee A described,
So [she] is a full professor … and she's been on the [GaLEND] faculty since the
beginning and every time that she comes to present about her research to the [GaLEND]
trainees I see a different kind of engagement from the people who look like [her]. So,
African American women engage in the conversation with her differently than they
engage in almost any of the other conversations with any of the other speakers. First of
all, [she] is really engaging. You want to be present with her. But it really does matter,
you know if you're someone who thinks about being a faculty member. It matters that
you see a faculty member who looks like you owning the room, owning the conversation.
The same things happen when there are people with disabilities in the front of the room.
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Table 2.6
Knowledge Intended/Perceived to be Enhanced by GaLEND
Disability knowledge
• Understanding autism as a disability and a culture
• Understanding Down Syndrome as a disability and a culture
• Developmental disabilities surveillance and prevalence
• Assessment of autism
• Genetics and disability
• History of disability in the United States
• Special education
Knowledge of the
• Disparities and social determinants of health
relationship between
• Code switching affecting assessment and treatment of
clients’ cultures and the
language disorders for African American clients
services they receive
Working in and
• Interdisciplinary collaboration
affecting systems
• Systems of care
• Collective impact
• Participatory action research
• Community engagement
• Engaging parents as leaders
• Local and national programs and organizations that support
people with disabilities
• Policy and law
• Grant writing
Frameworks for
• Humble inquiry
leadership and
• Understanding and balancing power
communication
• Persuasion
• Conflict resolution and negotiation
• Social networking
Frameworks for
• National culturally and linguistically appropriate services
initiating and
(CLAS) standards
sustaining personal
• Cultural humility
CLD and advocacy
• Cultural competence
efforts
• Cultural self-assessment
• Bias and implicit bias
• Person-and family-centered care
• Career pathways that incorporate or are built around
advocacy and disability
• Self-care and preventing burnout
Models of inclusion
• Universal design for learning
• Inclusive technology
• Programs and organizations that meaningfully include
people with disabilities
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People with disabilities who are trainees engage in those conversations differently than
they engage with speakers who don't have disabilities.
As previously mentioned, Trainee Interviewee B also described benefits to academic/clinical
expert presentations that were unrelated to knowledge. Trainee Interviewee B contrasted his/her
reactions to two academic/clinical experts’ presentations that provided similar content, with one
expert sharing relevant lived experience.
Faculty Interviewee C discussed how, via field visits, trainees learned about programs
and organizations that meaningfully include people with disabilities. Faculty Interviewee C
explained,
The L'Arche visit – it’s pretty important to see how what inclusive communities look
like. To see where people with disabilities are living and where they sleep. There are
these great models out there. And then it's really the field visits that are the attempt to
show the lived experience of disability. With the postsecondary programs, going to see
those, going to L'Arche, going to Emory Autism Center... some are more content focused,
but the hope is going out to these places where people with disabilities actually exist, that
it's providing them with a richer experience than if we just stayed in the class and had a
panel talking about these programs. … I felt very strongly that there should be more
models. I wanted the trainees to see models, because I thought if these trainees are going
to be leaders, leaders need to see what models look like leaders have the power to
replicate models. And one year, I don't know which year, we visited two different
community living situations. we wanted to show the difference and after that we realized,
no, we really want them to see models. The other one was fine, but it wasn't inspiring …
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it wasn't like L'Arche where there was an intentional community. So, anyway, we pulled
back on that for the following year.
Finally, during member checking, Faculty Interviewee A added that life map presentations also
served to provide trainees with knowledge about disciplines, which is represented in Table 2.6 as
“career pathways that incorporate or are built around advocacy and disability.”
When taking all sources of data into account, the data revealed that GaLEND imparts
knowledge as tools and does rely on trainee learning beginning or ending with this knowledge,
recognizing that attitudes and skills provide motivation and context for use.
Trainee skills. Trainee skills, the top layer of Figure 2.1, were most commonly targeted
through opportunities for skill practice and reflection. Faculty Interviewee B explained,
[Traditional CLC training] is more of on a knowledge level I think and how I think
[GaLEND] differs from that is the experiential piece of it. And also the recognition that
cultural competence isn't just this thing you have and that it's a process…. I think … it's a
tool … [for] being effective in your interactions with others whether it's on a personal
level, one-on-one with someone, or in collaborative group, or as a leader of an
organization. And that it really starts with you looking inside of yourself and
understanding your own sort of biases and how that effects your relationships with others.
And so yeah that's what I think the biggest differences are. That [GaLEND] really
provides more of an experience with culture and that is not on the surface knowledge, but
where you're gaining skills to make it a part of who you are that you are culturally
sensitive, that you are culturally aware, that you are culturally humble in everything that
you do.
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During these opportunities trainees, seeking to demonstrate their values, sometimes drew upon
frameworks (knowledge) enhanced by GaLEND. Accompanying reflection activities served to
facilitate trainees’ consideration for how well they demonstrated their values during the
opportunities for skill practice.
Skills-related content. Figure 2.3 illustrates the skills that emerged from the constant
comparative qualitative analysis. The skills are hypothesized to be interrelated and this
interrelation is represented by each skill overlapping with culturally-responsive practice.
Figure 2.3
Skills Intended/Perceived to be Enhanced by GaLEND
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Activities thought to enhance trainee skills. Interview and archival data evidenced that
case-based simulation activities, the family mentoring experience, and a participatory action
research project each served as an opportunity for skill practice and reflection. Interview and
archival data demonstrated that for each activity there were multiple opportunities for reflection
and that reflection was a critical component of skill-related activities. During member checking,
several interviewees talked about the importance of reflection. Trainee Interviewee C reported
that these activities were like “trial by fire – you may not feel prepared for them but you just go
in and do your best and reflect afterward.” Faculty Interviewee A described these activities as
being “a process of skill practice” in which trainees “can learn from mistakes through
reflection.” When group reflection occurred, the social interaction supported trainees’ growth via
scaffolding and the learning community.
At one point, I considered adding journals as an activity related to skill development but
excluded this activity because interview and archival data did not suggest that trainees had an
opportunity to reflect upon their journaling. In a similar vein, though the format of the family
mentoring experience allowed for skill practice, interview and archival data did not evidence
ways in which trainees were specifically prompted to reflect on their use of skills. Despite this
fact, the activity was included in this category because there were activities that provided
opportunity for skill reflection despite the lack of evidence of a specific prompt.
Trainee Interviewee B, describing the case-based simulation activity and accompanying
reflection exercise, explained how skill practice related to attitudes and dispositions. Trainee
Interviewee B described,
The case studies were good. We had a chance to have team discussions and that was
when you get to live out those sensitivities, those assumptions that you have. You get to
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interact with different groups of people and it was good because I would see how I would
respond to one group of people and then you mix up the group and there’s a different
response and interaction between people. And you need to see that because when you
become a leader you have to understand what you say is going to affect the group of
people. And if you want to pull them in, you have to be careful about what you say.
Presentations from the participatory action research project, a service-learning activity (Jacoby,
1996), each had slides about group processes, evidencing that the activity related to skill practice
and that there were opportunities for reflection specific to skill practice.
Aspects of the training structure thought to enhance trainee skills. Regarding training
structure, interview and archival data demonstrated that each activity required multiple
opportunities for skill practice, providing trainees with opportunities to reflect between
opportunities. Though additional research is necessary, this repeated exposure may have allowed
trainees to try something new the next time and/or to experience different phases of a project or
relationship(s). While journals and other archival data provided evidence of reflection for each of
the associated activities, evidence regarding the importance of repetition was most salient for the
case based-simulation activities. Describing the case-based simulation activities, Trainee
Interviewee C explained,
Everyone was so excited to be helpful that it kind of just turned into a steamrolling. We
basically didn’t let her talk. We continually just asked her questions. You could tell that
not even 10 minutes into talking with her that she was just ready to leave, ready for us to
stop talking. And I’m not even referring to her as a character, I am referring to the
woman who was playing the mother. The first time it was just an experience because I
think we were all too gung-ho to effectively do anything. The second time I feel like we
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learned a lot from the first time. I don’t know if it was how we would have even asked it
in a real setting but it’s how it came out in the first case study. But the second time we
were a lot more prepared and recognized what went wrong the first time. It gave us an
opportunity to reflect on what we had done and try again and I feel like it worked a lot
better the second time.
Trainee Interviewee A, who, in the first case-based simulation activity, role played as a parent of
a child with a disability, also noticed positive skill development as a result of the activity being
repeated. Trainee Interviewee A related,
Mine went great. They’re who I’d want to help my kid. But it didn’t go like that all the
time, which I feel like is the reality. Like when we had a debriefing section, we had some
people who role-played as parents who came out and they were like on the verge of tears
because they went in the room and then the people introduced themselves, and they’re
asking what can your child do, what is this what is that, and they’re asking XYZ. …
Some of the people who role-played as parents felt like they were failures. So yeah, it
was intense. We do two, and the second one, I know I tried to make it easier for the
parent. I remember as a parent they were just firing these questions at me. In the second
one, I said can we make nametags, because even now I can’t remember everyone. We put
our names and our roles on the tags and that helped the parents to ask us questions.
Exploration of structure was warranted. Because of the dearth of academic literature
that includes discussion of the structure of CLC training, this case study sought to explore the
structure of CLC training in GaLEND. Structure appears to be a critical aspect of the design of
CLC training embedded in the GaLEND program and may warrant further exploration in CLC
research.
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Research Question 1c: Intersectionality was Embedded and Often Implicit
Some theorists posit that the current CLC framework and its corresponding training
programs encourage practices that are responsive to the “multicultural umbrella” but not
adequately responsive to the populations experiencing the greatest burdens, such as those
experiencing the multiple burdens that accompany their multiple, intersecting identities (e.g.,
Abrams & Moio, 2009). Moreover, in disability organizations, CLC is commonly theorized to be
about intersectionality (e.g., AUCD, 2013; TASH, 2010). As a result, this case study sought to
explore the ways intersectionality was incorporated into GaLEND and questions about
intersectionality were posed toward the end of interviews. The resulting data provided an
understanding for how intersectionality was presented in GaLEND, which was corroborated by
archival data.
Intersectionality was embedded. Given disability organizations’ common
conceptualization that CLC training is intended to support people with disabilities from
underserved racial/ethnic groups, I originally believed that I could narrow my focus by
considering only the elements of the program that were expressly related to intersectionality. I
quickly learned that intersectionality was not the central focus of the content of CLC training in
GaLEND. Furthermore, I learned it would not be possible to isolate program elements related to
intersectionality due to it being embedded and not “taught.” For example, intersectionality was
primarily reflected in the people who are part of GaLEND, whose stories and participation are
central to the learning experience.
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Intersectionality was represented by the people of GaLEND and the stories they share.
As previously mentioned, course faculty, trainees, and archival data demonstrated that
intersectionality was, for the most part, represented by the people associated with GaLEND who
had intersectional identities. Faculty Interviewee B reported,
I think when there are presenters who are before the [GaLEND] trainees who represent
that intersectionality. I know we have individuals with disabilities. We have a couple of
panels that include people with disabilities and/or their family members and so I think
that gives an opportunity to kind of show that disability is not just over here by itself and
that the challenges that might be compounded by being an individual with a disability and
a female, or from a minority group or whatever else. … With the family mentoring
experience, I think that gives trainees a firsthand immersion into and just really thinking
about family-centered care across the board and how disability is only one aspect of their
life, and who they are, and looking at them from a holistic point of view and that helps to
emphasize the intersectionality of all of that as well.
Though this study did not focus on outcomes and additional research is necessary, there
is some evidence that this more implicit method of incorporating intersectionality through
training structure may have had implications for trainee learning. Trainee Interviewee C, for
example, noted that, from his/her perspective, representations of intersectionality were limited.
Trainee Interviewee C related,
I feel like there were some places where, because disability is already such a big issue to
tackle on its own that sometimes, that I feel like we didn’t necessarily address
intersectionalities. Like poverty, for one, stands out to me. Because I feel like a lot of the
families that we were working with or I saw other people working with were more on the
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affluent side. There was a lot of intersectionality when it came to race, even some
LGBTQ representation, but I didn’t see a whole lot of low income representation.
Another trainee described how exposure to family with higher socioeconomic status nevertheless
led to meaningful reflection about the experiences of people with disabilities and low
socioeconomic status. While considering the family mentoring experience in his/her e-portfolio,
a trainee explained,
This experience also illustrated and allowed me to reflect on the issue of access to care.
Fortunately, this family was of a higher socioeconomic background, which facilitated
their ability to navigate and access services. However, despite these resources, the family
has faced and continues to face a number of barriers and obstacles at all levels of the
influencing environment – interpersonal, community, and policy. How, then, is a family
from a socioeconomically disadvantaged background with little support supposed to
obtain services needed for their child? These are the exact issues that fuel my passion to
make change happen! (emphasis in original)
Other trainees recalled a particular guest speaker who has a disability and is from a diverse
racial/ethnic group. Trainee Interviewee A recalled how this guest speaker’s intersectionality
impacted his/her experiences. Trainee Interviewee A explained,
[The guest speaker] who is also [diverse in race/ethnicity] might say, "My family, my
culture, my parents, especially since I have a disability, just want to care for me and
provide for what I need. So I have to be like, ‘No, Mom and Dad, I want to live on my
own. I want to be independent.’” You can also have a person with a disability who is
African American so not only do they have the struggle they have to face as a person
with a disability but they also have struggles they have to face as a minority. And then
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you also have person who are sexual minorities who also have a disability so I would say
throughout [GaLEND], yeah, we did have opportunities to appreciate how different
cultural aspects also played into a person with disability's life.
Notably, eight trainees (47%), through interviews and journal entries, recalled the same guest
speaker described at the beginning of the above quote. However, when describing this guest
speaker and/or important takeaways, though all trainees recalled this guest speaker having a
disability, no other trainees mentioned the speaker’s race/ethnicity or related his/her experiences
to his/her race/ethnicity.
Intersectional identities were represented in the case-based simulation activities. The
children in the case-based simulation activity had disabilities and were from an underserved
racial/ethnic background. Faculty Interviewee A explained the intentionality around CLC and
intersectionality in the case-based simulation activities. Faculty Interviewee A described,
There was attention paid to the culture of the family in the assembling of that activity. In
those two case experiences we have somebody from a clinical discipline who plays a
family member to give the trainee who's in the family role a sense for what it's like to be
on the other side of the table. And what it's like to deal with professionals who, to varying
degrees, aren't very good at what the family needs. And so there's some specific
instruction given to the family members about the role of culture and the family and how
they carry out that role. And then implicitly in the conversations about access to support,
quality of the kinds of services, and the outcomes sort of come up as themes in the case.
And so, you know, it's really not an explicit focus of that activity but it's another place
where culture shows up. … We're not necessarily as explicit about that as maybe we
could be actually.
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Faculty Interviewee C corroborated Trainee Interviewee A’s statements about intersectional
identities being implicit. Faculty Interviewee C contemplated,
I don't think we're super specific about intersecting identities. But I don't think we get that
in [GaLEND]. And I don't know what the right thing to do is. Probably being a little more
explicit. I think when you're not explicit the assumption is that you're talking about white
people and so you could probably be more explicit or have more explicit, focused content
speakers to talk about intersecting identities. I don't think we do that now.
In the participatory action research project, one of the groups chose to work with a
program that assists refugee families supporting a child with a disability. A journal entry about
the participatory action research experience revealed how a trainee related his/her experience to
intersectionality. A trainee wrote, “I learned just how complicated and intersectional disability
can be, and how our current silo systems of services often leaves many groups slipping through
the cracks in one way or another.” Discussion about intersectionality and its relation to disparity,
however, was not common in trainee reflections about the participatory action research project or
other activities.
Ultimately, GaLEND’s CLC training is not well categorized as responding to either the
“multicultural umbrella” or to intersectional identities. Rather, GaLEND seems to focus
especially well on disability, while highlighting the diversity that exists within the diversity
community rather than explicating the disparities that are experienced by particular groups that
have disabilities and CLD backgrounds.
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Instances when content about intersectionality was explicit. There were several
instances of trainees recognizing explicit content around intersectionality. Two journal entries
revealed that, at orientation, a person with a disability spoke about intersectionality. One trainee,
via a journal entry, stated,
I learned about the concept of “intersectionality” from [a speaker] at orientation. She
spoke about how every individual has their own intersections of race, religion, beliefs,
values, experiences, etc that make them who they are. … While this was not a new
concept, I love the term “intersectionality” to describe all the facets of life that make an
individual who they are in each moment.
In both journal entries, trainees described intersectionality as being about considering all of the
cultural dynamics of a person and did not explicitly discuss how disparities relate to
intersectionality. Trainee Interviewee B recalled an exercise in which trainees were asked to
reflect upon their cultural identities. Trainee Interviewee B reported,
When we did an exercise identifying the cultures we identify with. That’s when we talked
about intersectionality. … There was even an aha moment in that when there were like 4
or 5 people of color and my assumption is that our cultures would have been the same.
And no thought to the fact that they came from another organization or another
community. … The assumptions we make, even when we can identify visually, can be
wrong, even if we share similarities in our appearance. So that activity created humility in
a cultural awareness.
Research Question 1c: Trainees Recognized Some Elements of CLC Training in GaLEND
My recognition of the lack of description of CLC training structure in the academic
literature and its potential relation to “infused” CLC training led to this case study exploring the
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ways trainees recognized the CLC training they received as per the descriptions provided by
GaLEND course faculty. Via interviews, e-portfolios, and journal entries, as a group, trainees
corroborated many of the ways that course faculty described CLC training embedded in
GaLEND. However, additional research is necessary to determine the extent to which individual
trainees understood the nuances of the CLC training embedded in GaLEND.
Two trainee interviewees described the embedded nature of CLC training via
structure. Two trainee interviewees described their perspectives about how CLC training was
embedded. When asked about CLC training in GaLEND, as represented in the quotes provided
earlier in this manuscript, Trainee Interviewee B and Trainee Interviewee C primarily discussed
training structure: the diversity in the training environment and GaLEND’s value of lived
experience. At the time of the initial interview, save for a presentation on cultural humility and
an activity used to help trainees identify their cultural identities, these two trainees did not seem
to have a clear understanding for how other elements of GaLEND related to CLC irrespective of
the diversity represented in the training environment and the diversity of the stories that were
shared.
One trainee interviewee described CLC training in relation to activities and content.
By contrast, Trainee Interviewee A demonstrated some understanding for how activities and
content related to CLC but did not make a connection between CLC and training structure, such
as the diversity that existed in the training environment. Trainee Interviewee A explained,
I feel like part of the whole family mentoring program, that's cultural humility. Like you
have to meet three different times. And the whole point is for the person to see how this
person's life is. What they enjoy doing. How's their family life? How's their social life?
That's also part of the cultural humility. … We did a class activity about getting a project
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approved by the community. I felt like it was a pretty good class exercise because we
were talking about all of these theoretical constructs that play a role in cultural humility
and how you should interact with the community. Within our groups, when it was time to
present, you could see that there was a heated discussion about the steps and how things
should go because you had multiple groups where they wanted to design the project and
then present it to the community. … I feel like we were learning to be more humble.
There's still a lot of work for it to be engrained.
Differences may have reflected trainees’ lack of awareness. Despite these differences,
during member checking, all trainees agreed with the model that emerged from analysis. This
evidence from this case study suggests that the model reflects all three trainee interviewees’
experiences despite them not having awareness for the connections at the time of the interview.
Moreover, though additional research is necessary, this data provides some evidence that trainees
have varying perspectives and levels of understanding about how CLC is represented in
GaLEND.
Methodological Considerations
Limitations of generalizability. Single-case studies are useful in painting a portrait for
readers (Stake, 1995). In this case, thick description (Geertz, 1973; Lincoln & Guba, 1985; Ryle,
1949) is intended to paint a portrait that provides insight into the ways CLC training was
embedded into GaLEND. Because of the nature of single-case studies, results may only be
generalizable to similar cases. In recognition of limits to generalizability, this case study utilized
thick description to facilitate readers’ consideration as to whether the case is sufficiently similar
to another context.
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Researcher subjectivity. The case study method, like all research methodologies, is
subject to the integrity of investigators (Yin, 2008). In recognition of this limitation, this case
study included the disclosure of the student principal investigator’s biases, used the constant
comparative method in analysis, completed member checking, and consistently consulting with a
diverse research team, which included one member with no previous experiences with LEND
programs. Further, the use of thick description allows readers to consider much of the evidence
used to draw conclusions. Compensation for biases may have been further improved if this study
had a more diverse research team that featured additional members without LEND experience, a
larger and more diverse coding team, and additional rounds of member checking.
Principal student investigator did not observe 2015-2016 training year. Because this
case-study was retrospective, it allowed interviewees to consider GaLEND with the insight that
is gained from having completed the full experience. However, this retrospective approach meant
that I did not observe GaLEND as it unfolded during the 2015-2016 training year. Several
experiences helped me to compensate for this limitation, including having been present for
multiple years of faculty meetings, having participated as a GaLEND trainee, completing
member checking with all interviewees, and working with a research team capable of sharing
insight from relevant personal experiences, including experiences with GaLEND in training
years different from my own.
Methodological rigor. Case study research does not prescribe a set of systematic
procedures to undertake (Yin, 2008), which supports customization but could be construed as
limiting methodological rigor. This case study maintained methodological rigor by utilizing the
constant comparative method, checking for intercoder agreement, utilizing external auditors to
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prevent coder drift, and using a multi-phased process of determining findings, including member
checking and research team meetings.
Lack of examination of outcomes. Several research team members provided feedback to
me about the importance of outcome research. Their feedback is consistent with that of CLC
researchers who recognize the importance of outcome data that is collected with methodological
rigor (e.g., Shen, 2015). Because there is no clear, single set of outcomes from CLC training in
GaLEND and because evaluation data were not collected with the intent of measuring CLC
training outcomes, an exploratory approach was warranted. Moreover, the case study method is
not well-suited for outcome research (Yin, 2008). It is important to note that this study’s findings
in relation to attitudes, knowledge, and skills represent conceptualizations and not outcomes.
While the model represented in Figure 2.1 may be used as a lens for considering outcome
research for GaLEND and adequately similar contexts, additional research is necessary to
explore training outcomes related to attitudes, knowledge, and skills and to validate the proposed
model.
Future Directions
Continue exploring infused/embedded CLC training. Though the infusion of CLC
training into broader curricula is widespread (e.g., State Council of Higher Education for
Virginia, 2008) and considered a best practice (Miranda, 2002), this case study was one of the
first descriptions of infused CLC training in the academic literature. To support effective CLC
training, future research should continue exploring and describing its infusion. In addition, it may
be beneficial to utilize quantitative methods to compare training outcomes across various models
of infused and stand-alone CLC training. This case study identified a model of infused CLC
training that might be described as a “diverse learning community method.” Additional
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qualitative research might elucidate other variations of infused CLC training and quantitative
research might support the examination of models’ effectiveness and comparisons of
effectiveness across infused and stand-alone models.
Consider pedagogy from other areas of adult learning. This exploratory case study
identified the importance of social interactions and relationships in the CLC training provided in
GaLEND and identified learning communities and scaffolding as two key mechanisms. This
finding suggests that it may be beneficial to further consider pedagogy from other areas of adult
learning in CLC training, especially pedagogy that emphasizes social interactions and
relationshps. In addition, future research might consider identifying and examining other
mechanisms for social interactions and relationships in CLC training, such as those identified by
Desimone (2009) and Truscott et al. (2012).
Systematically consider the implications of infused/embedded CLC training. In
addition, findings from this case study provide some evidence that when CLC training is infused
into a broader curriculum, it might not be fully evident to trainees and perceptions of it may
differ across trainees. Further research might provide additional insight regarding how trainees
perceive infused CLC training. In addition, future research might investigate implications for
training outcomes. For example, the trainees of GaLEND explored in this case study came from
both traditional and non-traditional training backgrounds. To ensure training is inclusive,
accessible, and meaningful for all trainees, future research might consider whether outcomes
from more implicit forms of infused/embedded CLC training differ based on trainees’
educational and/or training backgrounds.
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Consider the structures of CLC training. This case study also provided evidence that it
may be beneficial to further explore and describe the structures of CLC training – to go beyond
the activities and content and consider the environment in which training is provided. For
example, the model proposed by this case study is hinged upon social interactions and diversity
being represented across GaLEND. Given the subject matter, aspects of the environment that
promote social interaction, diversity, and inclusion might merit further exploration in CLC
training research.
GaLEND should consider this model in program development and evaluation.
Finally, GaLEND that served as the setting for this case study might use the model that emerged
from this case study as a lens for program development and evaluation. Future evaluation
activities might be useful in validating and/or adapting the model. In addition, this study found
that relationships, the learning community, and a common culture were central to training.
However, considering the ways that GaLEND compares to models of learning communities was
beyond the scope of this exploratory case study. GaLEND might also consider examining
relationships, the learning community, and their common culture in future evaluation research
and considering if and how social interactions and relationships can be further emphasized in
GaLEND.
Incorporate critical race theory and intersectionality in CLC training. This case
study highlighted the potential benefit of CLC incorporating other, related frameworks,
especially those developed by people of underserved groups.
Organizational CLC. Critical race theory and CLC both recognize the vital role of
organizations and systems in reducing disparities. Though this study did not seek to explore how
GaLEND sought to inspire trainees to contribute to organizational- and system-level change,
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such factors emerged. Future research might fill in the gaps of academic and grey literature
(Abrams & Moio, 2009; Montalto & Hasnain, 2011; Truong et al., 2014) by considering how
training efforts can effectively bolster CLC initiatives at the organizational- and/or and systemlevel.
Intersectionality. Because LEND’s focus is on disability, it is worth considering
Crenshaw’s (TED, 2016) warning about “trickle down approaches to social justice” that address
the needs of singular oppressed groups and not the needs of people with multiple, oppressed
identities. Participants of this case study described how intersectionality was represented in
GaLEND via people with intersectional identities sharing their perspectives and stories. Some
participants wondered about whether enough intersectional identities were represented and others
wondered about whether this training was sufficiently explicit. While additional research is
necessary, evidence from this case study also suggests that trainees may not have taken away
important points about intersectionality from stories shared by guest speakers with intersectional
identities.
Moreover, though empirical evidence is limited, as a construct, CLC may not reflect the
prioritizations of CLD communities (LaFleur et al., 2017), thereby suggesting the potential need
for it to evolve. Critical race theory and intersectionality grew from the experiences and needs of
specific CLD groups (e.g., Crenshaw, 1991; Delgado & Stefancic, 2001). CLC has been
criticized for taking a “multicultural umbrella” approach (Abrams & Moio, 2009), which may be
a reflection of its roots in health and human services as opposed to civil rights (Suh, 2004). It
might be beneficial for academics and practitioners to consider whether and how critical race
theory and/or intersectionality can be most responsibly incorporated into CLC and CLC training.
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As with all CLC training, CLC training incorporating critical race theory and/or
intersectionality must be thoughtful about which groups are represented. In addition, there may
need to be consideration in relation to which intersectional identities are represented in CLC
training. Given the infeasibility of representing all intersectional identities, practitioners may
wish to have representation from intersectional groups experiencing the greatest disparities.
However, given the lack of research about intersectionality (e.g. Peterson-Besse, 2014), this type
of information may be unavailable to training programs, especially data pertinent to the
program’s locality.
As with all CLC training, CLC training incorporating critical race theory and/or
intersectional must be thoughtful about who is delivering such training. Those best equipped to
discuss intersectionality are those with the lived experience. However, the need to hear from
people with lived experience must also be balanced with the recognition that it is not their
responsibility. Audre Lorde (1984, p. 115) stated,
Black and Third World people are expected to educate white people as to our humanity.
Women are expected to educate men. Lesbians and gay men are expected to educate the
heterosexual world. The oppressors maintain their position and evade their responsibility
for their own actions. There is a constant drain of energy which might be better used in
redefining ourselves and devising realistic scenarios for altering the present and
constructing the future.
Conclusion
The program director of GaLEND directed course faculty to provide LEND training that
incorporated a principle that is central to CLC and the disability rights movement – that
representation matters. “Nothing about us without us” is a slogan of the disability rights
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movement that reminds us that when we are trying to improve the lives of diverse groups,
members of those diverse groups must be present and fully included. In GaLEND, members of
diverse groups participated as trainees, faculty, and guest speakers. Moreover, across these
groups, stories of lived experience were elevated and honored, serving as a critical mechanism
for trainee learning. Finally, the course faculty continue to revisit “nothing about us without us”
through GaLEND’s culture of humility, inclusion, and social justice, working to ensure that the
training program reflects the culture.
In this same spirit, CLC, as a framework, should be continually revisited. This case study
highlighted the need for the CLC research community to consider critical race theory and ways
of incorporating this framework into CLC and its training. The incorporation of content related
to critical race theory in CLC training may help professionals to better respond to the needs of
groups who experience the greatest disparities, including groups who experience burdens and
disparities related to multiple identities.
CLC training practices must also be revisited with diversity and inclusion in mind. This
case study provided evidence that CLC training is more than the activities and content that are
delivered. Trainees also receive messages from the format and structure of the program and learn
through the social interactions they facilitate. The diverse groups that are represented, the extent
to which diverse groups are included, the ways in which diverse groups’ experiences are
honored, and the extent to which relationships are formed each have an influence on trainees. At
a time when researchers are keenly focused on CLC training outcome research (e.g., Govere &
Govere, 2016; Shen, 2015), there may also be a need to consider how training programs,
including the faculty and evaluators of those programs, demonstrate the values that are reflected
in the outcomes they seek for trainees.
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The quality of light by which we scrutinize our lives has direct bearing upon the product
which we live, and upon the changes which we hope to bring about through those lives. It
is within this light that we form those ideas by which we pursue our magic and make it
realized (Lorde, 1984, p. 36).
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